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Constitutional syphilis involves practically all the various organs of the digestive 
tract. Primary sores appear only on the exposed mucous surfaces, i. e., lips, 
mouth, tongue, palate, anus, and rectum. 

Chancres of the lip are relatively common. Nivet reports 260 cases out of 
338 cases in his clinic during one year. The chancre of the lip oral cavity and 
tongue result from direct contact or indirect contact by infected articles, e. g., 
spoons, plates, towels, ete. 

Chancres are seen on the lips of a new born when the nurse’s nipple is infected. 
The chancre of the mouth is single and usually commences as a trivial lesion. 
It is mistaken for a crack or scratch and most common at the commissures of the 
lips. The movement of the mouth on the lips in partaking of food makes the 
chancres bleed and often take on a form of indolent tumor. This form has usual 
crust over it like chancre of the skin and shows a brownish top. The sore is 
usually painless and when marginal accompanied by unilateral enlarged glands 
and bilateral adenopathy with median chancre. 

The secondary lesion of the lips appears as opal tinted erosion, and is very 
contagious; it is most common in children. Tertiary lesion is rather rare on the 
lips, more common on the upper lip than on the lower lip, and lesions are practically 
without pain. 

The primary sores occur frequently on the tongue and when found are usually 
on the tip of the tongue and the glandular enlargement is the same as found in 
chancres of the lip. These lesions are frequently found painful due to the irritation 
by the movements of mastication and incessant contact with saliva, drink and food. 


Mucous patch is a frequent tongue lesion of the secondaries. Mucous patches 
may appear as ulcers, erosions, nipple-like projections, and smooth patches.  Fis- 
sures, cracks, ulcers, especially on the back of the tongue, are common lesions. 
Dieulafoy names the projecting form of syphilis on the back of the tongue “toad’s 
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back.” A common variety found is the smooth patch and known as varnished. 
These patches are fairly regular in contour and only found at the back of the tongue. 
These conditions are often called eczema of the tongue, lingual psoriasis, ete., and 
a careful examination is necessary to make a proper differential diagnosis. 

The gumma of the tongue is divided into two classes, the superficial and the 
deep. The superficial involves chiefly the epithelial layers, and the deep are in 
the muscles and are nowhere as frequent as in the tongue. Gummata may cause 
the tongue to swell and extend from the mouth. A single gumma may so grow 
that the same phenomenon is exhibited. A frequent diagnosis of this condition 
is lingual cancer, sarcoma or tubercular ulcer. 

Ulcerations may result from gumma here as elsewhere. Less frequently the 
ulcer appears without the gummatous swelling. The ulcer is deep, with clean cut 
edges and sloughing floor, grey to yellow green color and often covered with fungoid 
growth resembling cancer. These ulcers are neither bleeding like epitheliomata 
nor purulent like tuberculosis. 

Syphilomata has a tendency to cicatrize and may cause permanent deformity 
of the tongue. Sclerotic glossitis or oral leukoplasia (Vidol) and other conditions 
about the mouth have syphilis as the common etiologic cause. 

The common observation of all of us shows the frequency of palate infection 
in this disease. The patient with a hole in his mouth due to perforated palate 
ulcer is usually syphilitic. The ulcer is not oral, but more often nasal, in its origin. 
A syphilitic rhinitis most always precedes perforation of the palate. 

Primary syphilis of the pharynx is rare, though cases of tonsillar chancre 
and even one of the preglottic has been reported. The pharynx is the favored 
spot for mucous patches and other manifestations of constitutional syphilis. They 
usually show symmetry in size and arrangement. A slight elevation of temperature 
usually occurs and the patient has a dry hacking cough. When these patches 
ulcerate, you have a well defined, highly elevated area with necrotic centers, dis- 
charging a foul greyish secretion. These patches are usually superficial, but 
frequently leave a fibrous scar. 

The gumma is the characteristic tertiary lesion in this area and appears any- 
where on the tissues of the pharynx. The gumma frequently breaks down, 
leaving a deep, gangrenous sloughing ulcer. The slough may contain necrotic 
bone and be accompanied by profuse discharge. 

Syphilis is very rare in the oesophagus. In spite of its rarity, several cases of 
obstruction due to gumma of the oesophagus have been reported, according to 
Bower and Murphy. 

The English medical literature record very few cases of syphilis of the stomach. 
The French report wide experience with this lesion. Dieulafoy classified these 
lesions anatomically as: erosions, ecchymoses, gumma infiltration, ulcerations, 
and cicatrices; clinically showing themselves by symptoms which resemble dys- 
pepsia, gastralgia, ulcer, and cancer of stomach. Dieulafoy explains in detail 
many cases of clinical gastric ulceration that show syphilis as cause of the lesion. 
Murchison reports a post-mortem of syphilitic ulceration found by him in which 
the artery had been opened by ulcer. 

The diagnoses of dyspepsia, gastralgia, and ulcers are so often only a subterfuge 
for an uncomplete examination of the case. Because the causative factor behind 
the conditions is not always plain, and syphilis can cause such conditions, it behooves 
us to exclude the spirocheta pallida from the etiology. This can readily be done 
by the Wassermann and the Hecht tests, and these tests should be routine in all 
gastric causes. 

Cases simulating gastric ulcer by history, x-ray and by changed chemistry 
are frequently seen. As a type, I will cite one case diagnosed as ulcer shown by 
cadiograph as clean cut rather than usual ragged ulcer and recurring semi-annually 

for five years. The man was found to be luetic and was properly treated. 
ulcer has not returned for five years. These cases do not respond to the usual 
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alkaline-milk treatment, as does simple ulcer, but do respond when anti-leutic 
treatment is added to ulcer management. Dieulafoy reports erroneous diagnosis 
of cancer of stomach in gumma, especially gumma about a pyloric cicatrix following 
ulcer or following gumma may by mechanical interference cause all the mechanical 
symptoms of obstruction and thus be diagnosed as cancer. Wassermann and Hecht 
observation of treatment will soon clear up diagnosis. 

The small intestine is very rarely the site of known syphilitic lesions, although 
I see no reason why all the mucous membrane affections caused by this disease 
would not manifest themselves in the mucosa of the small bowel. It is true that 
diagnosis is very difficult without present means of study. 

The duodenum is occasionally found involved with stomach and by the same 
type of lesions. The lower ileum is the more frequently involved portion, es- 

ially around the ileocecal valve. Chronic enteritis with enlarged lymph nodes 
and the deformities due to scars are the most common. 

The colon is slightly more often involved than the small intestine and by the 
same type of lesions. Gumma also appears in walls of the colon. 

Chancres of rectum are uncommon. Chancres of anal canal and anus are 
relatively common; women more often show this lesion than men, due to direct 
contamination from vulva; ulcers and strictures from the resulting scar are most 
common lesions. Hypertrophy of rectal walls, including mucosa and presence of 
ulcers without hard raised edges and feeling of a narrowing of cavity, are the usual 
findings. This, with positive Wassermann and positive history, will make your 

i is clear. Only too frequently, on insufficient grounds, are rectal ulcers 
called syphilitic. This is a grievous error and comparable only to error in opposite 
direction, viz, overlooking the rational method is in all cases of doubtful etiology 
to work your case out completely. This applies most aptly to diseases of the gastro- 
intestinal tract. No case of doubtful origin can be considered worked out without 
a Wassermann and history. Doing these two things routinely on vague gastro- 
intestinal cases will give a beneficial light on an obscure subject. 





URETER AND RENAL PELVIS. 


W. F. Braasch, Rochester, Minn. (Journal A. M. A., Sept. 6, 1919), devoted 
his chairman’s address before the Section on Urology mainly to a discussion of the 
dilatation of the ureter and the renal pelvis. The mechanical obstructions were 
first noted, but greater space was given to the inflammatory dilatations. He finds 
that dilatation of the ureter and the renal pelvis may occur without mechanical 
causes, and the difference between the mechanical and the inflammatory dilatations, 
in their anatomy and pathology, and in the clinical signs, are quite definite. The 
clinical demonstration of such conditions may be of much diagnostic value. Cases 
have been described of what is called atonic dilatation, due to paralysis of the blad- 
der from nervous disease; or occurring in some cases without known cause. Con- 
genital constriction is so rare as to be almost negligible, and probably the cases 
described as such are often due to an acquired mechanical obstruction. The 
details of the condition are fully given, and the article is illustrated. 





PROSTATIC AND VESICAL CANCER. 


Frank Hinman, San Francisco, (Journal A. M. A., June 21, 1919), describes 
and illustrates an instrument for the radium treatment of prostatic and vesical 
cancer, modified from the catheter method of Young, allowing the patient to move 
more freely than was the case with the unmodified method. The value of radium 
in these conditions has been confirmed, or at least reported on encouragingly, by 
eminent urologists, but most of the methods have their disadvantages. Hinman’s 
¢ tion is too detailed to be given in an unillustrated abstract, but he reports 
its satisfactory use. 
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SYPHILIS OF THE EYE. 


A. S. Preer, M. D. 
OKLAHOMA 





ENID, 








When I was invited by your chairman to read a paper on Syphilis of the Eye, 
I thought it futile to attempt a review of the various ocular manifestations, to 
which this infection may give rise. 

In the first place, the changes induced by syphilis of the eye are so numerous 
and varied, that a dissertation dealing in full with the most important would con- 
sume much more time than you have been kind enough to place at my disposal. 


The introduction of the Wassermann test and the treatment by salvarsay 
have, however, during the past few years added much to the certainty of our diagno- 
sis of syphilis and our means of combating the disease, and while the value of both 
of these new diagnostic and theurapeutic methods have been largely recognized 
and appreciated, the almost constant appearance in the journals of new experiences 
with both, has caused me to attempt a review of some of the most notable of these 
publications, giving enough of the clinical pathology to crystalize our knowledge 
regarding these broad subjects. of ocular syphilis. 

In 1915, Finlay, reporting in the Archives of Ophthalmology, stated that in 
the literature at his disposal he was able to find about 100 cases of primary palpebral 
syphilis, and from different writers the total summing up of primary lesions of 
the eye seemed to be near 500. 

It is therefore evident that most syphilitic eye involvements are either hered- 
itary or acquired, secondary, or tertiary involvements, as is further shown by 
Spratt’s investigation, and (Fournier cited by Spratt), Journal A. M. A., 1913, 
that from six to ten per cent. of primary syphilitic lesions are extragenital, and that 
the eye ranks after the lip, finger, and breast in primary involvement. 


We will now consider the part played by syphilis in the causation of diseases 
of the eye. Before the introduction of the Wassermann reaction and the existence 
of a sure method of diagnosis, figures estimating the frequency of syphilitic ocular 
affections were very variable. Since the introduction of this reliable test, a number 
of attempts have been made to arrive at some definite conclusions upon this point. 
Perhaps the most valuable of these is given in a paper by William C. Posey, of 
Philadelphia, N. Y. State Medical Journal, February, 1918, of a study by Mason, 
Mackie, and H. E. Smith, who made an examination of the blood of 250 patients, 
all of whom were suffering from diseases known to be sometimes caused by syphilis 
or else of uncertain etiology. With regard to some of the conditions, the numbers 
are too small to form a basis for any valid conclusions, but the following points 




























may be noted. 

In interstitial keratitis, the reaction was positive in 88.8 per cent. G.P 
Harkness, Davenport, Ia., received 30 affirmative answers out of 92 replies from 
ophthalmologists, or approximately 334 per cent., so it would seem that De 
Schweinitz’s statement that 60 per cent. of the cases of parenchymatous keratitis 
as being due to syphilis is approximately correct. 

Since a positive reaction is in itself conclusive evidence of the presence of 
syphilis (apart from a few diseases rarely found in this country), whereas a negative 
reaction is inconclusive evidence of its absence (the first named authors say that 
only 75 per cent. of cases in the tertiary stage yield a positive result), this percentage 
tends to prove that interstitial keratitis apart from syphilis must be very rare. 
The majority of cases of interstitial keratitis are due to inherited sy phils, 
about seven per cent. are due to acquired, according to Stephenson’s inv estiga- 
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Keratitis cannot be considered an entity in itself but as part of a condition 
involving the uveal tract as well. The iris, ciliary body, and choroid, are always 
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involved, and Marshall has demonstrated by microscopical studies that keratitis 
js really a manifestation of a uveitis. 

The infiltrative stage is preceded by a punctate keratitis with subsequent 
vascularization and development of the salmon-patch as described by Hutchinson. 
It begins by watering of the eyes, followed in a few days by faint cloudiness, later 
by irritability, photophobia, and impaired vision, due to the opaque spots and 
yascularization. From three to twelve months are usually consumed in the 
development of the various stages of the disease, and it is most frequently observed 
between the ages of five and fifteen years. 

The principal changes occur in the deeper layers of the substantia propria of 
the cornea, and consist essentially of dense infiltration of these areas. Ulceration 
rarely occurs, but nonetheless, ulcers of discoverable size are sometimes present. 
There is a difference of opinion as to whether the disease is primary or secondary 
to uveitis. 

The local treatment with atropine to maintain mydriasis, prevent iritis, and 
allay inflammation, should be systematically employed, unless rise of tension 
appears. Dionin is of distinct service, as well as hot fomentations. The eyes 
should be protected by dark glasses. 

In taking up the subject of iritis, it is interesting to note that the trend of 
opinion has, for a number of years, and particularly of late, been to reduce the per- 
centage of such involvement as being due to syphilis. 

First, De Schweinitz, quoting Alexander, states that from .42 to 5.37 per cent. 
of syphilitics suffer from iritis and that syphilis is regarded as the most common 
cause of iritis. 

Jennings and Hill in 1909 reported 500 cases from Will's Eye Hospital, and 
gave 61.4 per cent. as due to lues. 

In the 250 cases examined and reported upon by Mason, Mackie, and Smith, 
of the number having iritis, 54 per cent. were proved to be of syphilitic origin. 

Out of 82 answers received by G. F. Harkness from members of the profession, 
the cases of iritis reported as being due to lues averaged 48.22 per cent. In a 
general way, those connected with the teaching centers gave a lower percentage. 

Another contribution of great value in determining the frequency with which 
syphilis affects the eye, is a paper read before the American Ophthalmological 
Society in 1916, by Brown and Irons, of Chicago, giving the results of a careful 
analysis to determine the etiology of 100 patients suffering from iritis. Careful 
attention was given to the history, and a complete physical examination was made 
to detect the presence of syphilis, tuberculosis, gonococeal infection, and infections 
from teeth, tonsils, sinuses, prostate, pelvis, or other structures which might give 
rise to ocular lesion. 

The laboratory examination included Wassermann tests which were conducted 
by two laboratories. From this comprehensive study, syphilis was found to be 
the cause of the iritis in 23 cases, and in eleven other instances it was associated 
with other coincident infections—a total of 34. In five other cases there was some 
reason to think syphilis should also be considered—a total of 39. In the remaining 
61 cases, a searching examination failed to reveal any evidence of past or present 
syphilitic infection. In the words of the authors, “so far as one may draw con- 
clusions from this number of cases, it would seem that the widely accepted state- 
ment that 50 per cent. or more of iritis is due to syphilis may have to be revised.” 
Certainly in the absence of other evidence of active syphilis in a patient with iritis, 
the assumption that the iritis is syphilitic is more likely to be wrong than right. 


William Lang, reporting in the Lancet, June 23, 1917, says that out of 200 
cases of iritis in his private practice, that only six per cent. of the cases were caused 
by syphilis, but hospital figures would probably show an increase of this percentage. 
However, he believes the modern anti-syphilitic methods will cause it to become 
the rarest cause. 
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As a hereditary manifestation, luetic iritis rarely occurs, with the exception of 
the constant association of inflammation of the uveal tract with a parenchymatous 
keratitis. The involvement of the iris may at times become quite conspicuous, 
and to a lesser degree is always present. 

Luetic iritis occurs as a secondary or tertiary manifestation, but the differentia- 
tion is not always easy. As Fuchs states, “Syphilitic iritis with the formation of 
nodules offers an easy diagnosis, but the syphilitic forms often resemble those due 
to other causes, and furthermore, it is difficult to differentiate the same micro- 
scopically.” 

When due to lues, both eyes are generally involved and the iris has more often 
a muddy appearance and the iritis assumes the plastic type. 

Localized sphincter lesions always suggest the influence of syphilis. and with 
the development of papules a form of iritis appears which yields characteristic, if 
not pathognomonic, signs of its origin. These yellowish or reddish brown nodules, 

varying in size from a hemp seed to a small pea, are situated at the pupillary area 
or ciliary border, as Fuchs maintains they do not arise in the mid-breadth of the 
iris. Under treatment they are gradually absorbed without leaving very marked 
scars, although a certain amount of atrophy of the iris marks their former location 

Gumma of the iris occurs, according to Alexander, almost constantly at the 
ciliary border, the lesion is solitary, the size of a pea and grows toward the ciliary 
body. Such a manifestation, strictly localized in the iris, is extremely rare. It 
appears, if at all, in the so-called tertiary period of syphilis. 

The most important local drug is atropine sulphate to obtain mydriasis which 
should be maintained until all ciliary irritation has subsided. Should atropine 
not be tolerated, scopolamine or hyoscyamine may be substituted. 

Dionin is valuable on account of its lymphagogue and analgesic action, which 
is increased by the addition of a two per cent. holocaine solution. Hot moist 
compresses are also beneficial. 

Almost all diseases of the choroid are symptomatic of general disease. It is 
to be doubted that lues affects the choroid, or the retina alone, but that at some 
stage the condition should more properly be termed a choriod-retinitis. 

The ophthalmoscope is not to be relied upon for a positive luetic diagnosis, 
be the lesion localized or disseminated. Harkness, quoting Parsons, states that 
the changes due to lues are indistinguishable from those due to other causes. 

Various classifications have been made according to the type of lesion present, 
such as diffuse, disseminated, or circumscribed. In Mason, Mackie, and Smith’s 
report on 250 cases investigated, only five out of 26 cases of choroiditis and choroidal 
atrophy gave a positive Wassermann, although they state that the per cent. is 
decidedly less than might be expected. However, most writers class syphilis in 
the congenital or acquired forms, as being responsible in the majority of cases. 
Further investigation as regards focal infection will probably reduce the number 
of cases due to lues. 

Both eyes are generally affected and particularly so in acquired syphilis, the 
lesions appearing from six months to many years after the initial lesion. Opacities 
in the vitreous is a common accompaniment, and some writers claim that fine 
dust-like deposits, with a cloudy retina and involvement of both eyes, is pathog- 
nomonic of syphilis. 

Lubrick, Graefe, and others, claim to have established a genuine syphilitic 
retinitis, but as a primary condition it is extremely rare as compared to its involve- 
ment as a neuro-retinitis or secondary from the choroid. 

There is a condition spoken of as retinitis-luetica in which the papilla is normal, 
but with a large exudate on one or more of the vessels, especially the veins, and @ 
large scotoma passing across the field of vision, due to an occlusion of the cilio- 
retinal artery. 
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Lues deserves first consideration in involvements of the optic nerve, be the con- 
dition a primary atrophy, an inflammation, or a secondary atrophy. 

In Mason, Mackie, and Smith’s investigation over half of the cases of optic 
atrophy studied proved to be syphilitic. In ten cases in which the atrophy was 
diagnosed as primary, all gave a positive reaction. 

An optic neuritis due to hereditary lues is rare and usually associated with a 
meningitis. The syphilitic neuro-retinitis presents a large oedema often extending 
two papillary diameters. 

It is important in primary atrophy to try to distinguish syphilis as a cause 
separate from tabes and paresis. Tabetic atrophy generally appears early and 
may for years be its only symptom. 

Reflex immobility of the pupil with atrophy, indicates tabes, while absolute 
immobility with a dilated pupil, paresis or syphilis in some other form. Miosis 
only occurs in tabes. 

Optic atrophy, the Argyle-Robertson pupil and absence of knee-jerk, es- 
tablishes tabes. 

The positive Wassermann test is absolute as regards the presence of syphilis, 
though it does not so establish this as a causative factor of the lesion present. 

In muscular palsies, out of thirteen cases reported by Mason, Mackie, and 
Smith, seven gave positive Wassermann and six negative results. Of the positive 
cases, four were of the third nerve, one of the fourth, one of the sixth, and one of 
the sixth and third combined. The negative cases were all of the sixth nerve. 
This would tend to show that the external rectus, the eye muscle most subject to 
paralysis, is relatively immune to syphilitic disease. 

The concensus of opinion of such men as Uhle, Mackinney, and Posey, of 
Philadelphia, Knapp, of New York, and others, is that early frequent small doses 
of salvarsan is very beneficial in combating the acute symptoms of most syphilitic 
eye involvements, but that most cases have to be followed up with some form of 
mercury. And Posey says that the combination of salvarsan with mercury and 
K.I. greatly augments the spirochaeticidal properties of each of these specifics, 
which has also been my own observation. 

For a long time there was a general impression that salvarsan acted dele- 
teriously upon the tissues of the optic nerve and especially in the presence of non- 
syphilitic diseases of the retina and optic nerve. 

Gibbard, however, who investigated this phase of the subject, observed but 
two cases of cerebro-nerve disease out of 1200 cases in which salvarsan was used 
and an increase in dosage caused a disappearance of the trouble. Further search 
of the literature also indicates that there is no grounds for the belief that salvarsan 
has a poisonous effect on any of the ocular tissues. 

That the administration of salvarsan does not prevent the appearance of new 
syphilitic symptoms during the period of administration is generally recognized, 
and is probably due, as Stephenson has pointed out, to the presence of nests of 
organisms which escaped the action of the initial dose. 

Doctor Posey, of Philadelphia, says, that from his experience, it would appear 
that the toxic effects wrongly attributed to salvarsan may be avoided by trusting 
the administration of the drug to only those who are properly trained, a practice 
which I have followed for some time, being associated with Dr. Hays, the Chairman 
of this division, he devoting his time to genito-urinary and venereal diseases, and 
by his looking after the internal treatment and I the local treatment, we have never 
experienced any bad results from the use of salvarsan. 

Fordyce insists that every case of secondary syphilis as a matter of routine 
should have an ophthalmoscopic examination from time to time. Marked evidence 
of pathologic changes may be present with slight subjective symptoms and im- 
pairment of vision and the condition may be completely overlooked unless one is 
on the alert. 
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Discussion. 


Dr. Julius Frischer, Kansas City, Mo.: I have only a few words to say. We 
should commend the officers in this symposium for their most excellent work, and 
also to impress upon the general practitioner that group work is very necessary 
in this work on syphilis. Now, our laboratory diagnosis is very essential. We 
should go with our serological tests and pathologic laboratory for good work in 
syphilis. I have even seen the penis amputated for carcinoma and sent to the 
laboratory and found out to be specific. One certain point I wish to bring out 
concerning the period of incubation in syphilis. It is a mistaken idea that it 
takes six weeks before a person gets achancre. I have seen the period of incubation 
rary from one week to six weeks. Now, the sore does not have to be typical. I 
believe ninety per cent. of the sores of the penis observed in a venereal way are 
syphilis, no question about that. The negative Wassermann does not necessarily 
mean that a patient does not have syphilis. I believe that a person who has a 
chancre will not have a negative Wassermann, will not have a positive Wassermann 
until one week or a few days before he has a secondary eruption. The very nature 
of the spirocheta varies as to the resistance of the individual, also as to the peculiar 
strain; by peculiar strain, I mean that the strain of spirocheta can cause a paresis 
and a certain strain of spirocheta that infeets an individual will cause the paretic, 
will be more virulent than it will be in another individual, and the resistance of 
the individual will vary as to the infection. 

Great stress has been placed on spinal puncture, which I think is very necessary, 
and it has to be eliminated from your cerebro-spinal system as well as from your 
blood stream and from your capillaries. Now, I wish to say that sodium cacodylate 
is absolutely no good in the treatment of syphilis. It has been proven Doctor 
Murphy made a great mistake when he advocated the sodium cacodylate and a 
great deal of time has been spent—lost—in taking care of syphilis. I mean a 
great deal more of valuable time can be saved by giving the everyday form of 
treatment, than when sodium cacodylate is used. 


SYPHILIS. 

J. F. Schamberg, Philadelphia (Journal A. M. A., Sept. 13, 1919), says that 
there has risen in many minds the query of how we can be sure of the complete 
extinction of syphilis in a person. There is reason to believe that many persons 
treated intensively in the early stage are cured, as they remain free from symptoms 
and give negative Wassermann reactions, but these indications alone do not prove 
positive cure. Schamberg reports a case of a second attack, two years after the 
first. The man had had repeated negative Wassermann reactions during the 
interval after the treatment of the first chancre and before the contraction of the 
second. The case is more remarkable because the patient had evidence of early 
meningeal involvement; and there was no sign of immunity, as the second attack 
was severer than the first. The case has a bearing on the question of the curability 
of syphilis; the cure, in the first instance, is called indisputable by Schamberg. 
The criteria of cure are hard to establish, as negative Wassermann reactions are 
not conclusive. But the fact that the man could contract syphilis again, and again 
be cured, seems established in this case. 
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THE TREATMENT OF CHRONIC URETHRITIS. 


T. B. Covurer, M. D. 
OKLAHOMA 











TULSA, 






As a result of the examination of several million of men in the past four years, 
the attention of the whole world, as well as the more careful attention of the medical 
profession, has been called to the prevalence of urethritis in all stages, and among 
all classes of people, and especially has our attention been called to the chronicity 
of Neisserian infection, and the many recurrences in apparently cured cases. 

If the results of treatment of other diseases are compared with those obtained 
in the treatment of chronic urethritis, we are led to ask why is this essentially local 
condition so hard to treat successfully, and why do complications arise in spite of 
treatment. 

Any condition causing inflammation of the urethra, whether it be trauma 
from the passage of a stone, or instrument, external violence, or bacterial infection, 
may lead to a chronic condition. 

As bacterial infection is responsible for at least eighty per cent. of all chronic 
inflammations of the genito-urinary tract, it is with this type of chronic inflam- 
matory trouble that we are chiefly interested. 

There is probably no organism more difficult to eliminate from the tissues 
than the gonococcus,—an organism which shortly after implantation, buries itself 
in the urethral crypts and follicles, extending by continuity of tissue, or urged on 
by irrational treatment, resulting in only enough reaction to produce discharge, 
and local in character, an inflammation not extensive, or active enough to stimulate 
the formation of antibodies, so long as the condition is limited to the anterior 
urethra, as is shown by the fixation test on gonorrhoeal cases. We never get a 
positive finding early in a first infection, unless the posterior urethra has become 
involved, and even then nature's laboratory does not produce enough antibodies 
to produce even a temporary immunity. 

This limitation of the local and systemic reaction I think explains to us one 
vital reason why gonorrheal infections are especially prone to become chronic in 
character, aside from the fact that a great many acute conditions only receive 
treatment until the discharge is checked,—the patient then, out of his great ex- 
perience with such things, deciding that further treatment is not necessary, goes 
his care-free way until he is reminded by a fresh discharge that he still has, or again 
has, an infection. 

Although time is an essential element in considering whether a given condition 
has become chronic or not, the state of inflammation is the deciding factor,—some 
infections being chronic in character from the start, while the most chronic in- 
fections, as to time and symptoms, may have acute exacerbations, each condition 
demanding appropriate treatment. 

It is to be remembered that in chronic urethritis we are dealing with tissues 
that have already in a measure given up the fight to right themselves, or have been 
so changed that in themselves they predispose to further inflammatory changes; 
treatment, to be successful, must be carried out without further destroying this 
resistance, requiring gentleness, patience and time in its execution. 

As with other chronic affections, so here we have a great diversity of symptoms, 
meaning much or little, as the case may be, but which have to be considered in | 
treating the condition. 

In order to arrive at a definite conclusion as to the character and location of 
the trouble with which we have to deal, it is well to ask ourselves a few questions: 

1. What is the physical condition of the patient? | 
2. Is active infection still present? | 
3. What condition, natural or acquired, is responsible for persistence of f 
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4. Where is this condition located? 

As no two conditions react the same to treatment, any more than two individ- 
uals are exactly alike, it is well not to limit the examination of our patients too 
closely to the history of the present condition, but to inquire carefully into his 
previous troubles, and especially his general habits: with this information at hand, 
we can safely progress to the more careful examination of the condition. I think 
it is well here, to adhere to a regular routine examination, so far as conditions permit. 

1. Is there discharge present; if so, what is its character; does it contain 

gonococci? 

Is the meatus normal in size; is the mucosa normal? 

Are the external genitalia normal? 

Is the urine normal? 

Are the prostate and seminal vesicles normal? 

Is there stricture present, or palpable folliculitis? 

Is there any pain produced during the course of examination, similar to 
that complained of? 

The presence or absence of gonococci is primarily of great importance in its 
bearing on treatment, as all treatment for underlying conditions should be held 
in abeyance until a thorough effort has been made to eliminate this infection, as 
very few chronic anterior infections are found, which are not dependent upon 
posterior infections for their persistence. 

It is well to begin treatment by through and through irrigations, using solutions 
slightly stimulating in character, as 1-10,000 solution of Ag. No. 3, or 1-6000 
potassium permanganate, supplemented by instillation of stronger medication, as 
1-2 per cent. silver nitrate into the posterior urethra; these measures not only 
bring treatment to the true seats of urethral infection, but also cause a mild inflam- 
matory congestion necessary to promote true healing. 

Among the newer remedies for this type of condition, the mention of acri- 
flavene should not be omitted, as in this preparation we have a very active germici- 
dal agent, and one, while not entirely non-irritating, does produce a minimum of 
trauma. 

Many cases are by these measures promptly and thoroughly cleared up, but 
a certain per cent. of cases are not so easily disposed of; these may be divided into 
two classes, according to the cause on which they depend. 

One class is characterized by the fact that symptoms, whether they be dis- 
charge, morning drop, gluing of the meatus, or only filaments in the urine, remain 
little influenced by treatment; in the second class, Symptoms are held in abeyance 
as long as treatment is continued, but return as soon as it is stopped, if inflammation 
has not been relieved. 

The first are always due to infiltrative catarrh, causing a constant throwing off 
of pus cells from the wall of the urethra, while in the second, the glandular sexual 
organs, especially the prostate, are the seat of an inflammatory catarrhal process. 

In about eighty-five per cent. of all cases of chronic urethritis, examination 
reveals some trouble in the prostate; this need not necessarily be of such a grade 
as to be discoverable on palpation, but may be only revealed by microscopic 
examination of prostatic secretion,—care being taken to have the urethra washed 
free of pus, either by urination, or by irrigation. 

As it is very rare to find one single region responsible for the trouble, it is well 
while possibly paying the greatest attention to that region most at fault, not to 
neglect the minor sources of inflammation, so of necessity treatment has to be 
varied to meet all requirements. 

The prostatic involvement should have systematic massage, ranging in fre- 
quency and severity, according to the results attained, some prostates responding 
wonderfully to the treatment, while others should be left alone, just as most urethral 
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inflammations are benefited by treatment, while others do better without active 
treatment, requiring careful neglect, and rest, rather than treatment. 

As a rule, massage should be given two or three times a week, usually including 
the vesicles in the first few massage strokes, then the prostate itself. massage being 
directed towards the urethral orifices of the ducts, pressure being directed to those 
areas surrounding the diseased areas, and avoiding too severe pressure, as I believe 
results of massage are not dependent on the amount of secretion obtained, but 
rather on the combination of mild stimulation, improvement in the circulation of 
the gland, and removal of abnormal secretion, massage to be followed by mild per- 
manganate of potash, irrigation, and supplemented by occasional dilation with the 
Kollman dilator. 

By these means, practically all inflammatory prostates can be brought to a 
condition where they cease to produce symptoms. If, however, the urethra has 
not been carefully treated at the same time, even with the prostate normal, discharge 
and symptoms of irritation may persist; to avoid this, it is well to make an endo- 
scopic examination at as early a time in the treatment as it can be safely done, 
with the urethra anesthetized with four per cent. novocaine or alypin, very little 
pain is produced, and an accurate idea can be gained of the conditions present in 
the whole of the urethra, and especially the prostatic portion, and at the same time 
direct applications may be made to those areas requiring active treatment. It is 
especially in the posterior urethra that we may find marked signs of irritation, the 
whole posterior urethra may be oedematous, purplish in color; this will be wonder- 
fully benefited sometimes, by a single light application of 10-20 per cent. silver 
nitrate; the veramontanum is of course included in this inflammation, and it is 
here that the trouble is liable to persist after the remainder of the posterior urethra 
has returned to normal,—inflammation in the utricle and ducts entering here, 
being slow to eradicate; here, if the inflammation is intense, I think the milder 
applications, as 10-20 per cent. silver nitrate, also give the best results, reserving 
the application of stick silver for those more chronic cicatricial conditions de- 
manding great stimulation, or even partial destruction of tissue. At times the 
utricle alone may be the sole site of inflammation. 

In these cases, the injection of one per cent. silver nitrate into the utricle by 
means of the utricle syringe is very helpful, care being taken to use very little 
pressure, otherwise an acute epididymitis may be added to your troubles. 

Other conditions, such as infected follicles, may also be treated locally through 
the endoscope, treatment of these conditions resulting in a return to normal in the 
great majority of cases. 

In those catarrhal infiltrative types, however, resulting in the laying down 
of scar tissue in varying amounts, we have changes more permanent in character 
to deal with, and demanding special consideration. 

Varying from superficial scars, often producing no symptoms, to dense scar 
tissue, causing absolute retention, depending on the severity of the original infection, 
and its duration and location, forming slowly, and contracting so gradually that 
it may be months or years after the original infection before pronounced enough 
symptoms are produced to call the patient's attention to the condition. 

All cases not actively infected, but showing signs of urethral irritation, either 
by morning drop, recurrent attacks of discharge, or pus or shreds in the urine, 
should be examined for stricture, the most satisfactory means of examination being 
the flexible bougie-a-boule, using the largest size that will pass the normal meatus, 
even the slightest thickening in the wall can be detected by using varying sizes, 
and the number, size and location of strictures may be ascertained. 

_ _ No matter where the stricture may be, or its extent, the aim of the treatment 
is the same,—relief of constriction, and absorption of scar tissue, with the constric- 
tion alone removed, and the urine given free passage, catarrhal symptoms subside; 
this happy termination, however, is not easily attained, and the means to that end 
must vary with the condition encountered. 
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All inflammatory strictures located far back in the urethra should be dilated 
if possible; those anterior to the bulb should be dilated if possible,—otherwise cut. 

Strictures that are very tight, filiform in calibre, usually yield to dilation with 
filiforms and followed up to 20-24 F., when it is as well to turn to ordinary sounds 
or the Kollman dilator, advancing not more than 2-3 numbers at a treatment, 
and repeating not oftener than every three or five days. 

It is essential that all instruments be passed with a minimum of trauma, as 
injury only leads to further scar formation, absorption of old scar tissue being 
caused by slight pressure, and stretching. If the stricture is so dense, however, 
that dilation is hopeless, urethrotomy should be resorted to, the entire thickness of 
the constricting band being cut, if the ideal result is to be gained. After urethrot- 
omy, sounds must be passed at intervals of a few days, to prevent the healing of 
the edges of the incision, and to promote further reabsorption of scar tissue, the 
passage of all instruments being preceded by irrigation with some mild antiseptic 
solution, leaving sufficient fluid in the bladder to slightly distend it, and serve as 
an irrigation after removal of the instrument. 

One other condition coming as it sometimes does during the course of treat- 
ment, and causing considerable embarrassment to the physician, is epididymitis, 
although its occurrence usually has no relation to treatment, coming in almost all 
cases as the result of inflammatory extension from the posterior urethra. So long 
as inflammation persists here, it is a possibility to be reckoned with. 

Premonitory symptoms, which may be heaviness in the perineum, a dull pain 
in the groin, if recognized, give a fair opportunity for abortive measures to be 
instituted; rest in bed, elevation of the scrotum, and laxatives, with stopping of all 
other treatment will in many cases stop further progress of the trouble. 

If, however, the inflammation has already developed in the epididymis, with 
its attendant pain, swelling and constitutional symptoms, more active measures 
must be used. 

While the older methods consisting of hot or cold applications, strapping and 
elimination still have a large field of usefulness, this leaves too much to the natural 
powers of repair, and is at best slow in relieving pain. 

Much better results are obtained in my experience by incision and puncture 
of tunica vaginalis, or equally good and requiring less after care, puncturing the 
tunica vaginalis over the globus minor with a large sized hypodermic needle. 

This, while it does not remove pus, does relieve the tension, allows the circula- 
tion to come back to near normal, and pain disappears almost at once; following 
this, strapping is still essential in aiding a return to normal; usually after ten days 
to two weeks, treatment of the original troublé may safely be continued. 

Although we have many questions to decide during the course of treatment 
of chronic inflammation of the genito-urinary tract, there is none that places more 
responsibility upon us than that of deciding when it is safe for a patient to marry, 
and may only be decided in the affirmative if, after a reasonable length of time, 
and on repeated examinations, we have been unable to find any evidence of in- 
fection. 

To sum up, the successful treatment of chronic urethritis is dependent upon 
accurate diagnosis, judicious selection of instruments and medication, used with 
great care, and thorough understanding of the results to be obtained. 


Discussion. 

Doctor J. H. Sanford, Muskogee: My experience in the army was that a 
great number of men entered the army with gonorrheal infection, and they proved 
to be upon examination, that about two-thirds of them had never been dilated, 
that had constricted areas in the posterior urethra, as well as in the anterior, and 
a great many of them had a small meatus that would not admit a No. 20 sound. 
Of course, in those conditions they have all had associated prostatic involvement 
as well as prostatic vesicles. Our routine treatment is becoming old; the standard 
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of dilatation, irrigation of the size of the prostate with occasional endoscope in the 
posterior urethra, particularly at the villi, we find in a good many of those chronic 
persistent cases with recurrences we have had infections in the catarrhal difficulty 
and by local applications of the silver nitrate via the endoscope have cleared up 
very promptly; but the biggest impression that I got, with the treatment of gonor- 
rhea with any number of people, was lack of dilation with the instrument, hard, 
indurated, and soft, and required continued dilations both with the Kollman 
dilator and with the sounds. Of course we made prostatic examinations regularly 
and had the secretions microscopically studied, and as I say, I hardly saw any 
chronic gonorrhea where the old standardized treatment of massage, irrigation, and 
thorough dilation can be improved upon. 
I think the doctor covered the subject in his paper very thoroughly. 


Doctor W. J. Wallace, Oklahoma City: Mr. Chairman, there are just a few 
points I would like to mention. 

Now, in the treatment of a chronic gonorrheal condition as the doctor has 
mentioned, meatotomy is necessary if you have a small meatus, then we have 
practically a routine treatment and it is almost a song that we sing, and that con- 
sists of practically three things. 

It is a sound, absolutely, or a Kollman dilator (personally I prefer a sound), 
and beginning with the size that will be permitted without drawing blood and 
gradually increasing that sound, or we get a sound, then follow that by the massage. 
The sound opens up the ducts, the prostate and the meatus are involved; you have 
a little backing of the tissue so that opens the ducts first; then massage that out, 
both the vesicles and the prostatic trouble, and then follow that with a deep in- 
stillation. I do not think an irrigation does one particle of good. 

Permanganate of potash is absolutely worthless in a chronic condition of 
gonorrhea. It is an astringent and you don’t want an astringent, you want some- 
thing that will penetrate the diseased ducts, and I prefer a deep instillation. Now, 
if we have some complications of pus and blood that we want to wash out, then it 
is well enough to give a deep irrigation, or bladder irrigation, but for routine treat- 
ment it is worthless, in my opinion. 

So it resolves itself, then, into, first: the sound; massage, and deep instillation. 
Now, in that case, we alternate, of course, according to the case, the patient and 
the condition. Protargol is one of the favorites, once or twice a week, but the 
nitrate of silver, four and a half per cent. is my preference, and the argyrol varying 
in strength, depending entirely on the condition of the patient; but keep this up 
in a systematic way, with the general tonics and certain hygienic rules, why, in 
time, with the help of the good Lord, we will get our patient in condition. 

Now, about the acute epididymitis of the chronic form, there is just a word 
I would like to say along that line. Not that I do not believe in puncturing the 
epididymis, I think that produces a certain amount of adhesions, and we do 
irreparable harm, because the trouble will not be relieved, in my mind, in that way. 
So the rules we observe, and the rules that we have followed for several years in 
making an incision the size of the parietal area, never fail to relieve the fluid, 
because we will always find a little interstitial involving the parietal, always 
between the head of the globus major and the testicles; labor that thoroughly, 
you can do an inverse, or else you can cut a V-shaped piece of the tunica vaginalis. 
In that way, if there should be any more of the infiltration due to the epididymous 
condition, why, it will be observed in the smaller tissue and you relieve the contents 
without doing damage by going into the globus minor or into the globus proper. 


Doctor Coulter (closing): In regard to the sounds in preference to the Koll- 
mans, or vice versa, personally I adhere to the Kollman, for, as a result of personal 
experience I believe that the Kollman stretching the mucosa in a longitudinal line 
rather than the way of the sound pressed apart in the transverse way, if we should 
get trauma you are less liable to have an excess of scar tissue formed, for the factors 
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of the formation of the scar are less from a longitudinal stretching than from the 
transverse stretching of the urethra mucosa. I believe, in the epididymitis, that 
it is better to use the more radical measure. Many patients won't resort—won’'t 
subject themselves to a radical procedure; there, I believe that the puncture is 
permissible. I don’t believe it is advisable, but I believe it is permissible, because 
it does give, in a great many cases, relief from the pain and lessens the time of 
the disability, but the more radical measure is undoubtedly the more to be preferred. 


GONORRHEA IN FEMALE. 


C. P. Linx, M. D. 
TULSA, OKLAHOMA 


When a man has gonorrhea he knows it. I do not deny the possibility of a 
symptomless or practically symptomless gonorrheal urethritis in the male, still 
such cases, if at all existent, must be extremely rare. This is not, however, the 
case with women. A woman may go through an acute gonorrhea from beginning 
to end without knowing it, may have a chronic gonorrhea for years without being 
awhre of its existence, often sincerely believing that she is perfectly well. A man 
is not used to having pains or burning in his urethra, nor is he used to having any 
discharge from it. At the least pain or scalding, or the least appearance of dis- 
charge, he knows there is something wrong with him. The urethra when infected 
in women does not give as severe symptoms as inflammation of the urethra in 
men, and besides in many cases the female urethra escapes infection, the infection 
being limited to the cervix alone or to the cervix and Bartholin’s glands. 

A woman is used to pains, the premenstrual pains with which many of them 
suffer are severer than the pains caused by the gonorrheal infection; and they 
often have a leukorrheal discharge of greater or lesser degree. An increase in the 
amount of secretion or in its color and consistency does not attract their attention. 
It is for this reason that many women harbor the gonococcus for months before 
applying to a physician and some of them never apply at all. It is as a rule when 
the discharge is very profuse, offensive and irritating, when urination is painful 
and burning, or when there is a sharp salpingeal attack, that the doctor is consulted. 
I repeat that many women go through life with a chronic gonorrheal cervicitis, 
with a discharge containing gonococci, and use no treatment except an occasional 
douche because they are under the impression that they are suffering from lukorrhea 
or whites. I do not wish to be understood as claiming that gonorrhea in the female 
is always of a mild character, pursuing a subacute or symptomless course. I mean 
to say that such are the vast majority of cases which present themselves to the 
physician. 

Because in them the infection, when it takes place, is usually the result of 
chronic gonorrhea in the husband; when the infecting man is suffering from a 
chronic gonorrhea, the infection in the woman usually pursues a subacute or chronic 
course. But when the man has an acute gonorrhea, then the infection in the woman 
may from the very beginning assume a superacute, even fulminant character. 
And the rapidity with which the infection may show itself is remarkable. While 
several days usually elapse between the infecting intercourse and the first symptoms, 
there are cases in which the latter show themselves in 24 hours. In short, the 
symptoms showed themselves in twelve hours after the infecting intercourse. 


While it usually takes months for a salpingitis to develop as the result of 
gonorrheal infection, there are cases in which distinct symptoms of inflammation 
of the fallopian tubes may develop within a few days, or even within a few hours 
after an infecting intercourse. In such cases we are forced to believe in the suction 
action of the uterus. It is impossible to believe that the infection reached the fal- 
lopian tubes by continuous extension, within such a short period. It is more 
plausible to believe that the infection took place by the infecting gonococci—con- 
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taining material being sucked up into the uterus and into the fallopian tubes. 
This appears to be more likely from the fact that a gonorrheal salpingitis may exist 
without an intervening endometritis or metritis. 

The symptoms in an acute or superacute case of gonorrhea may be very severe. 
Within several days after an infecting intercourse, and sometimes within several 
hours, the latter particularly in young virgin brides and still more particularly if 
the act is performed stormily and repeatedly, the woman begins to complain 
many of them do not complain until their condition becomes unbearable—of a 
burning and itching in the vulva and vagina, of frequent urination, accompanied 
by strangury, and a scalding sensation. A discharge soon makes its appearance, 
which, according to the severity of the case, may be creamy, cream-yellow or green- 
ish. It may possess little odor or be extremely offensive. It is often very irritating, 
eroding the skin with which it comes in contact and causing pruritis and intertrigo 
around the genitals, anus, thighs, ete. If proper cleanliness is not observed, the 
infecting discharge may invade the anus and gonorrheal proctitis be the result. 
There is usually an elevation of temperature, 100 to 102 degrees F., there may also 
be a chill, and the feeling of general malaise may be quite pronounced. — If the in- 
fection involves also the fallopian tubes, then all the general symptoms may be 
greatly aggravated. The chill may be quite severe, the temperature may go up 
to 103 degrees or even 104 degrees F., the abdomen is tender, and the feeling of 
malaise may be so severe as to create apprehension of a general peritonitis. 

The diagnosis of an acute or superacute case of gonorrhea in the female presents 
no difficulties. The history and the symptoms as related by the patient are alone 
sufficient. Inspection of the genitals, covered with pus, the introduction of a 
speculum, which shows us an inflamed eroded cervix, bleeding at the slightest touch, 
and bathed in pus which oozes from its external os, makes the diagnosis certain. 

The great, the paramount point in treating gonorrhea in women is to prevent 
the disease from passing the internal os and spreading through the endometrium 
into the tubes, and from there into the ovaries and peritoneum. As long as we 
can keep the gonorrheal process limited to the cervix and the other external genitals, 
gonorrhea is not a terrible disease. We can handle it without great difficulty and 
cure it eventually, though the time required for a cure may in some cases be ex- 
asperatingly long. It is when the gonorrheal process is extended above the internal 
os, that we become helpless. For after the process has involved the endometrium 
and the fallopian tubes, there is no medical treatment; there is only expectant and 
surgical treatment, which is of course no treatment at all in the true sense of the 
word. Removing the tubes may be necessary to save the patient's life, but to cut 
out an organ is not to cure it. A large percentage of cases of endometritis and 
metritis, salpingitis, and peritonitis,—thousands of cases requiring surgical interfer- 
ence, are due directly to the physician's well-meant energetic treatment. The 
introduction of syringes and probes into the cervix, the scraping and cauterizing 
with strong caustic solutions, are in many instances directly responsible for the 
extension of the inflammation and for the aggravation of the patient's condition. 
Those who know anything about the treatment of gonorrhea in women know that 
we get the best results by the gentlest methods and mildest applications. 

I consider these prefatory remarks of extreme importance, for until the phy- 
sician is imbued with the feeling, saturated with the conviction, that brutality is 
not a necessary element in the treatment of gonorrhea, that too energetic treatment 
is often injurious instead of beneficial, that the uterine cavity must at all hazards 
be protected from an extension of the inflammation, and that he at least must not 
be the causative factor of that extension, until he is convinced of all these things 
heis not a safe person to undertake the treatment of a case of gonorrhea in a woman. 

The general treatment of acute gonorrhea in the female can be expressed in 
one word or phrase; rest, taking it easy—if we wish to avoid a salpingitis or ex- 
tension of the inflammation above the internal os. It is unfortunate that many 
women, and respectable married women at that, still must keep on doing their 

sehold work or other heavy work. Where it is unavoidable it is unavoidable, 
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and that is all there is to it, but the proper thing would be to put the woman to bed, 
or at least keep her in her room for a couple of weeks and have her take things very 
easy. k 
Where there is a considerable rise of temperature or symptoms of salpingitis 
seem to be threatening, then putting the patient to bed is imperative and applying 
an ice bag to the abdomen is very useful. 

Coitus must be absolutely forbidden. One can think of nothing more harmful, 
more dangerous, than coitus for a woman affected with gonorrhea. Intercours 
is bad for a male with acute gonorrhea, but it is very much more dangerous for 
female gonorrheic patient. It not only aggravates the existing condition, increasi 
the inflammation in the vulva, urethra and cervix, but it is about the surest way 
to cause a salpingitis. I have known cases which were progressing very nicely, 
which were on the point of recovery, but which became suddenly aggravated and 
in which symptoms of salpingitis became evident immediately after coitus. §%& 
this must be forbidden absolutely in all acute and subacute cases of gonorrhea, 
No exceptions can be permitted. Whether this extension of the inflammation js 
due simply to the engorgement of the uterus and other genital parts induced by 
the coitus or to a certain suction and peristaltic action of the uterus is immaterial, 
Both may be causative factors. The fact remains that coitus is a dangerous pro 
cedure which may lead to a fatal issue, for a woman suffering with acute or subacute 
gonorrhea. (A man who forces a woman in such condition to submit to intercourse 
is a criminal brute and the woman who submits to it is a pitiful slave. And still 
the woman is often forced to submit to it, the husband thinking that if he usesa 
condom, and is not too violent, he has done everything necessary to protect himself 
and her.) 

As far as the diet is concerned, little or no change need be made in it if the 
urethra is not involved. Spices and alcohol, however, are best omitted, as they do 
perhaps cause congestion of the genitalia and thus aggravate the condition. But 
where there is a urethritis practically the same restrictions are indicated as in 
gonorrhea of the male. 

As far as internal treatment is concerned, none is necessary unless the urethra 
is involved. When the urethra is involved and urination is painful, then we may 
give the same balsams, hyoscyamus and alkalies, as we do in urethritis of the male. 

If the local treatment in male urethritis is important, it is much more soit 
gonorrhea of the female. In fact it is the only part of the treatment from whic 
definite results can be obtained, the internal treatment being merely occasional 
and auxiliary. The treatment to be successful must be of two kinds; one adminis 
tered by the physician, the other administered by the patient or to the patient in 
her home. The home treatment consists in the use of injections and suppositories 
The medical treatment, that is the treatment on the part of the physician, consists 
in local applications, that is in swabbing and painting the parts, and occasionally 
in cauterizing. Both parts of the treatment are necessary, as they supplement each 
other. 

As stated before, the home treatment consists in the use of vaginal douches 
and suppositories. The injections that I prefer to all others are iodine, lactic acid, 
and a combination of alum, zinc sulphate and copper sulphate. Where the dis 
charge is very profuse, the injections should be given as often as four times a day. 
After the discharge becomes less profuse, twice a day and then once a day is 
cient. The iodine injections are made by adding one tablespoonful of tinctured 
iodine to two quarts of hot water. In some cases this is too irritating and we maj 
commence with a teaspoonful to two quarts of water. The lactic acid is usedi 
the strength of 1-500 to 1-1000. The alum, zinc, copper combination has the 
following formula: 


Aluminis ———— 
Zinci sulphatis iv 
iv 


Cupri sulphatis, aa___. nee 
Sig. Tablespoonful to | or 2 quarts of water. 
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The injections or douches should invariably be taken in the recumbent position, 
the patient lying flat on her back on a flat douche pan. It is better when the 
buttocks are raised, so that they are on a higher level than the rest of the body. 
The injection is given very slowly, the fountain syringe hanging, but high enough 
to permit the liquid to run out. After each injection the patient should remain for 
half an hour or at least fifteen minutes flat on her back. This permits some of 
the liquid that remains in the vagina to bathe the vaginal walls and the cervix. 
In the average case I order two vaginal douches a day; in the morning, either the 
iodine or the lactic acid solution, in the evening the astringent powder. Where 
three or four injections a day are ordered they are used in alternation. There is 
no doubt as to the good effect of these injections. Not only do they keep the parts 
dean and mechanically remove the discharge, which is such a good nutrient medium 
for the various saprophytic bacteria, but they also have a gonocidal effect, heal 
erosions and congestions and help materially the doctor’s work. 

In some severe cases I also order suppositories, one suppository to be intro- 
duced at night. The suppositories usually contain as their active constituent 
either protargol or the lactic acid bacillus. 

The patient comes to the office always immediately after having taken a 
thorough douche. The only time the douche is left out is when the doctor wants 
to make a bacteriologic examination of the secretions. He wipes off the vulva, 
examines carefully for any inflamed points or erosions, and if there are any he 
touches them with silver nitrate 10 to 50 per cent., or even with the silver nitrate 
stick. The ducts of Bartholin’s glands are examined carefully, an attempt is 
made to express any pus, and if found necessary they are cauterized with a thin 
probe, or a 10 per cent. silver nitrate solution is injected into them by means of a 
hypodermic syringe with a blunted needle. The urethra is next examined and if 
affected is swabbed with a 5 to 10 per cent. silver nitrate solution. As a rule the 
urethra responds to treatment very readily. I have no use for any urethral bougies 
or suppositories in women any more than I have for them in men. The vagina is 
next examined with a speculum and a good light, and erosions, if any, are touched 
with silver nitrate solution, 10 per cent., or tincture of iodine full strength. Lactic 
acid full strength is also a good application. 

We then come to the cervix, which is the most important part of the treatment. 
We wipe it off as carefully as we can, introduce several cotton-wound probes and 
try to remove the cervical plug. The entire cervix is then painted with tincture 
of iodine, and a thin cotton swab dipped into tincture of todine is gently intro- 
duced into the os. Care is taken not to pass the internal os, though if it should 
pass, the danger of extension of the infection would be nil or practically nil. 
lodine is one of the best agents we have in treating gonorrhea of the female, and 
while I still use silver nitrate applications to the vagina, vulva and urethra, as 
far as the cervix is concerned I limit myself exclusively to iodine. My results 
have been much better since exchanging silver nitrate for iodine, because silver 
nitrate denudes the delicate surface of the cervix and may perhaps be influential 
in causing an extension of the inflammation. Instead of a probe, a thin long uter- 
ine syringe may be used and a few drops of tincture of iodine may be deposited in 

cervix. 

When the infection has spread into the endometrium and the tubes, then it 
really ceases to be a genito-urinary and becomes a gynecological case. But the 
gynecological surgeon can do medicinally no more than the ordinary physician, 

it is a case which demands operation. The proper treatment of endometritis 
and salpingitis is rest, hot or cold applications by means of compresses or poultices 
to the abdomen, and tampons of gauze saturated in glycerite of boro-glycerin or 
ichthyol-glycerin or thigenol-glycerin. That is all we can do and that is all we 

id do. Injecting or swabbing the uterus with caustic or strong antiseptic 
applications, scraping or curetting the uterus, all these are brutal and useless 
procedures; not only useless but injurious. They may do good in some cases, but 

cases in which they do harm are so much in preponderance that no conscientious 
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physician should employ them. We can never be sure of removing all the germs 
by these measures, while we are pretty. sure to cause their further spread and 
development and to aggravate the inflammation. Curetting is not abused so much 
now as it was formerly, but it is still practiced ten times more often than it should 
be. Hot baths, particularly concentrated sea-salt baths, are useful in aiding the 
absorption of exudates. And I repeat that unless the case is a distinctly surgical 
case, demanding surgical intervention, this is all the gynecologist, genito-urinary 
surgeon or general practitioner can do. 
Discussion. 

Doctor W. B. Pigg, Okmulgee: Mr. Chairman, Gentlemen of the Society: 
In speaking to a paper that opposes my views I have much to say, or, if Lam unable 
to say it by virtue of the fact that I cannot speak, I think a great deal, but in the 
paper presented to us today, I find it as Pilate did when Jesus was brought before 
him and he washed his hands, and he said, “I find no fault with this man.” His 
ideas so accord with my own that, searching as I could for an avenue to enter a 
wedge of complaint, I have been unsuccessful. The paper is good and it is practical, 
it is an everyday paper, it is a paper that you doctors who have practiced in country 
districts can follow with success, and feel safe. As he says, they never apply until 
some pain announces itself, and there is really the only point I desire to emphasize, 
Right in your practice and in mine there are many women suffering from pelvie 
trouble brought about by an uncured gonorrhea of their consort that they never 
realized, nor do they believe that there is any infecting germ disturbing them. 
And in those cases, those unusual cases, you will find more often than not that the 
disturbing factor is the gonococci. Bear in mind the cases that come to your office 
with pelvic pain, and while they hurt as they go down the steps and the jolt will 
jar them on the left side, usually, sometimes on the right; you take a smear, it proves 
to you nothing; and yet those women have fistulas, those women have adhesions, 
and their husbands, if you know them—jitney drivers, barbers, carpenters, what 
not—will give a history of having had the gonorrhea a half a dozen times; but they 
are well now, the last they had was six months ago and they had a bottle of Big T 
or HGS or PGT, or whatever it is, and it cured them and they are not running, 
but though you can’t find the germs by looking at their consorts, you can find a 
safe basis to predicate your opinion upon, that you have an infection caused by 
gonorrhea. 

It is not the plain cases that the doctor has described that puzzle us; we all 
know those. He has told us the plain cases and I know them and you know them 
and the men on the street know them, everybody knows them, but it is those 
obscure cases, cases occurring in families in which you would not think, and yet 
at the basis there is a gonorrhea. Perhaps I am encroaching too much upon the 
section of gynecology, but even so, if I do, I am telling him the trees to look up 
for the squirrel. 

Now, as the doctor has said, they never apply for the treatment until some 
acute pain drives them to the office, and when they do that, fellows, it is too late 
for you genito-urinary people to do any good. Just mark that down! Whenever 
a woman applies to you for the pain from which she has been suffering for a long 
time, and then she comes to you as a genito-urinary man, or as a man that knows 
how to fix the fixings of folks, it is too late for you to do any good. You are then 
on the border line of the gynecologist, and unless you want to go over the top and 
into the other domain, you had better call consultation then and there. That has 
been my experience, not only often, but painfully often and again. 

He speaks of the suction of the uterus in drawing the inflammation up. _ I do 
not believe that, not a word of it. The suction of the uterus does not draw tt up, 
there is no suction of the uterus except where there is a —— on the part 
the woman. If there is an inflammation by extinction it is either by continuity 
of service or by the lymphatics, so that the suction of the uterus is not there at all 

I have got some more notes, but I cannot read them, and as I have only got one 
minute more I will spend that by thanking you for your kind attention. 
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Doctor Linn (closing): In conclusion I will say that in regard to the suction 
action, that a great many authorities claim it is true, some claim it is not, but I 
think that there is considerable suction action of the uterus as a matter of course, 
and the female has an organ, it may happen in this case, in rupture, especially do 
you find it in virgins or in young brides more often than in any other class of people. 
You never find it in a woman that has been married any length of time, where you 
have this salpingitis so rapidly as last made mention of in this paper. 


CLINICAL REPORT OF OPERATION ON PUERPERAL 
SUPPURATIVE MASTITIS. 


Frep S. Curvron, M. D., F. A. CS 
PRESIDENT AND CHIEF SURGEON OKLAHOMA HOSPITAL 
TULSA, OKLAHOMA 


Mrs. P. F., admitted to Oklahoma Hospital, February 21st, for confinement. 
On March 3, 1919, she developed rapid pulse, temperature of 104, with localized 
pain, heat, swelling and redness of right breast. These symptoms of mastitis 
responded promptly to usual attention. However, after returning home, and not 
being careful, about March 28th, she began to have chills, fever, rapid pulse, 
sweating, and pain, swelling, etc., in the right breast which was permitted to run 
along for two or three days and when admitted to the hospital for the second time 
on April Ist, a diagnosis was made of puerperal suppurative mastitis. Immediate 
operation was advised and assented to and thorough drainage was had through two 
incisions extending to the pus pockets and in a line radiating from the nipple, 
dressing being applied as hereafter described. Patient made an uneventful re- 
covery. 

The inflammatory process of the breast of a recently confined woman may be 
located as follows: In the: (a) Subcutaneous tissue of the areola, (b) Gland of 
parenchyma proper, (c) Retromammary space. 

Early diagnosis is not always easy. In absence of local edema, fluctuation, 
etc., associated with history of recent confinement, appearance seven to twenty- 
one days thereafter of the following group of local symptoms subsequent to a fissure 
at or near nipple: (a) Pain, (b) Heat, (c) Swelling, and (d) Redness, and constitu- 
tional symptoms varying from slight malaise with increasing pulse and temperature 
to rapid pulse and high temperature with all appearance of profound sepsis. 

Prompt attention should be directed to: (a) Emptying, (b) Cleansing, (c) Sup- 
porting the breast, and (d) Producing thorough saline catharsis. 

If relief is not obtained in forty-eight hours, suppuration may be counted upon 
and found in one or more above locations. 

The following technic was used: 

As soon as diagnosis is made, after thorough aseptic preparation, 

(a) An incision in a line radiating from the nipple must be so placed as to 

afford thorough drainage to each suppurating cavity in the breast. 

(b) The drainage is facilitated by use of pure gum fenestrated rubber tubes, 

and dressing kept moist by saturated solution of boracic acid. 

(c) Breast must be supported. 

(d) Patient must be kept in bed until all acute symptoms have subsided. 

(e) Nourishing food and usual attention to elimination. 

(f) Avoid hand contacting while dressing. 

(g) Get patient up and out soon as conditions warrant. 
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PROCEEDINGS OF THE ST. ANTHONY CLINICAL SOCIETY. 


Dr. Le Roy Lone, President. Dr. Levia ANpREws, Secretary. 


Deatu Reports ror May, 1919. 


Dr. Lelia Andrews. I. Broncho-Pneumonia, complicating Acute Intestinal 
Infection. 

Baby H., age 4. Acute infection followed eating a green banana. At the 
end of eight days pneumonia developed in the left lung. On the following day 
both lungs were involved. Patient was having thin watery stools streaked with 
bright blood. She was very weak and emaciated. The child died of exhaustion 
and toxemia. 


II. Cerebral Hemorrhage—Cardiorenal Vascular Disease. 

Mrs. H., age 72. Had been in good health up to a few weeks ago when she 
began to feel dizzy and have headache. The condition grew worse until she was 
brought into the hospital in semi-conscious condition. Blood pressure 256-98. 
Wassermann weakly positive. 

Her condition gradually grew worse until her death. Just before death the 
temperature was 106 degrees. 


Dr. S. R. Cunningham. [. Meningeal Hemorrhage. 

Baby H. Mother had influenza a few weeks before the delivery. Slow labot 
but measurements were normal. No instruments used. The child did not breathe 
well, was pale and relaxed. Examination showed the occipital bone had been 
pushed under the parietal bones causing hemorrhage. The child died in 30 hours 


after delivery. 

Dr. S. R. Cunningham. Adenoma and Chronic Pyonephritis. 

Mrs. H., age 39. Complained of loss in weight, metorrhagia, pyuria and 
pains in the sides. Urine showed albumin four plus and many pus cells. Pre- 
operative diagnosis: Chronic salpingitis, pelvic cellulitis, with involvement of the 
left ovary. Left salpingo-oophorectomy, Baldy-Webster, appendectomy and left 
nephrectomy were done by anterior incision. Rubber tube was inserted and stab 
was made posteriorly for drain. Two days later patient died. 

Discussion. 

Dr. L. A. Turley. Microscopic examination of the kidney showed a chronic 
pyonephrosis on a capsuloglomerular and intercapillary glomerular nephritis. The 
fibrosed glomerulae had undergone hyaline degeneration and the capsule was 
thickened. The proximal system was absent. In one end of the kidney was a 
yellow mass the size of an olive which proved to be adenoma. The distal tubules 
were firm and divided by septae except in places where there were degenerative 
masses. 


Final diagnosis: Adenoma and chronic pyonephritis. 


Case Reports. 
Dr. W. A. Fow ier. 


Case No. I. 21727. Pregnancy Complicated by Eclampsia. Mrs. D., age 39. 
Has had enlarged thyroid for five years which has made her nervous and often 
obstructing breathing. First three months of pregnancy accompanied by nausea 
and vomiting, the last period of gestation by thyroid enlargement. 

June 2nd patient complained of headache which was followed by a convulsion. 
She was brought to the hospital in semi-conscious condition. B. P. 170-95. 
Eighteen-hour catheterized specimen showed 700 c. c. urine with ablumin acetone 
and diacetic, showing a condition of acidosis. 

The treatment after a convulsion is always a question. The treatment in 
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general was rest in bed, no food, free elimination and soda bicarbonate. I used 
morphine 1-8 p. r. n. for the nervousness, gastric lavage and soda bicarbonate 
solution for acidosis, 4 oz. castor oil, with one drop croton oil and 40 gr. of bromide 
were given through the tube followed by high enema. Then soda solution dram 
every two hours was given by mouth until the acidosis was clear. No food was 
given from the 2nd to the 7th, then milk and lime water, and finally malted milk 
was given. One June 4th, 650 c. ¢. of blood was withdrawn and the B. P. reduced 
to 160. Fetel heart tones were 168. 

On June 8th, following the feeding, the B. P. was 200 due to auto-intoxication. 
The fetal heart tones were becoming irregular and less distinct. Her urine was 
free from albumin and diacetic and the quantity was normal. It was 2500 to 
3000 c. c. when I first saw her on the day she came to the hospital. Her non- 
protein nitrogen was below normal, 17.5 mg. per 100 c. ¢. against 62.5 mg. when she 
came in. Since she was in good condition for labor, it was decided to terminate 
the labor the morning of the 9th, but nature anticipated our actions and pains 
began. She was given morphine 1-8 twice and scopolamine 1-300 once. Easy 
forceps delivery was accomplished under light anesthesia. 

The child was stillbirth, small and undernourished. 


Case No. II. Pregnancy with Threatened Eclampsia. Mrs. H., age 38. En- 
larged thyroid with hyperthyroidism, considerable nausea and vomiting during 
the latter part of gestation. Morphine was given on several occasions to prevent 
miscarriage. Edema of hands and feet. Albumin and casts in the urine. The 

ee - oo 
non-protein nitrogen was 85 mg. per 100 c. c. of blood. B. P. 175. 

Under the treatment outlined in case 1, the patient improved considerably and 
is awaiting labor. 

Discussion. 

Dr. Lelia Andrews. ‘Toxemia of pregnancy certainly is one condition in which 
we are rewarded by careful examination and supervision of obstetrical cases. 
The responsibility is grave but the condition may be controlled if we begin early. 
In New York Lying-In Hospital large doses of morphine are used. The soda is 
of great value in treating the acidosis. I agree with Dr. Fowler on his views 
about interrupting the pregnancy. 

Dr. M. Smith. The cause of eclampsia is unknown. It is some toxemia due 
to faulty elimination. In toxemias we have been taught to remove the cause. 
Why not remove the cause in this condition? The next convulsion may end in 
death. The morphine quiets the nerves and gives the patient a chance to gain 
resistance for the labor. If pregnancy is the cause, terminate the pregnancy. 

The thyroid undergoes some change during menstruation and is said to enlarge 
during pregnancy, but the hypersecretion in these cases made it more grave. The 
most essential thing to watch is the blood pressure. There may be severe cases 
with no albumin or there may be albumin with no convulsions, but the blood pres- 
sure is the guide. 

Dr. J. S. Hartford. This is a case of a primipara 39 years old with a fetus 
apparently in good condition. Why not deliver? If delivery is attempted, use 
morphine to quiet the nerves. If you do not deliver, use no morphine because it 
ties up the secretions, 1-8 may cause anuria. By terminating the pregnancy the 
mortality is better for the mother and there is a possibility of saving the child. 
This late in life the child means a great deal to the mother. 

Dr. J. F. Kuhn. In a case of this kind I think a hurried cesarean section does 
less harm than waiting. If there is some dilitation, use forceps and deliver the 


child. 


Dr. Long. It is dangerous to base our opinions on all of our cases, but in any 
case of eclampsia I think it is best to empty the uterus. Give her a chance to get 
well if possible. I don’t know of a single death to the mother with this procedure. 

In case of a primipara with no dilitation, do a cesarean. The risk is no greater 
than any other surgical operation. 
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Dr. Fowler (closing). I wish to thank the gentlemen for their discussions. 
I deliberately brought them on because I wanted to hear the different views on the 
termination of pregnancy. 

Why wait? 

1. Because it gives a better mortality. Stroganov, from a large number of 
cases, reported 6.6 per cent. mortality by waiting, against 25 to 30 per cent. by 
the radical treatment. , 

Why wait? 

2. Because it is more logical to wait. This condition is not due solely to 
pregnancy but to the altered metabolism and the absorption of toxins from the 
overworked alimentary system. The source of danger to our patients’ lives in 
thesé cases is the pathological state, namely, degenerative processes in the vital 
organs, especially the liver and kidneys, acidosis and profound shock. It is true 
that immediate radical procedure will terminate the pregnancy but in so doing we 
may so increase this dangerous pathological state as to lose the lives of our patients, 

Why wait? 

3. Because the clinical course of these cases indicated an improvement in 
the pathological condition and it would seem wise to wait as long as the general 
condition was being improved. When I first saw case No. 1, she was passing 
2500 to 3000 c. c. urine per day. At the time of delivery the quantity was normal, 
the albumin had disappeared, the acetone and diacetic was less, the non-protein 
nitrogen had dropped from 62.5 mg. per 100 ¢. ¢. of blood to 17.5 mg., and her 
general appearance was very much less toxic. According to every evidence the 
general condition was gradually improving. 

As to the fetus—if there is a slight increase in the per cent. of babies born dead 
as a result of conservative treatment, let us remember that the babies in these cases 
of premature delivery are not physically 100 per cent.. prematurity being one of 
the most frequent causes of death. While there may be a slightly larger number 
of babies born dead following conservative treatment, there will be as many live 
babies leaving the hospital as in the radical treatment. And if there is an increase, 
it is much less than the improvement in maternal mortality, and we should certainly 
say that the mother whose status in society is established, is entitled to at least 
as much consideration as the unborn baby. 

In recent years there has been a great amount of discussion relative to the 
treatment of eclampsia. The opinion of authorities cannot yet be said to be agreed 
on any line of treatment. The tendency however, is very strong toward the con- 
servative treatment. Edgar (J. A. M. A., Apr. 27, 1918, page 1205) stands for 
conservative treatment. He believes that the cesarean section must be considered 
in primipara with long rigid cervix and in cases of disproportion between the size 
of the head and pelvis. McPherson, formerly one of the strongest advocates of 
the radical treatment, is now a strong supporter of the conservative treatment. 
He shows a marked improvement in the mortality at the New York Lying-In 
Hospital, (J. A. M. A., Oct. 27, 1917, page 1467). Stroganov, in a series of 360 
cases treated conservatively, reported a maternal mortality of 6.6 per cent., and 
a fetal mortality of 21 per cent. Tweedy, with a slightly less conservative treat- 
ment, reported a maternal mortality of 8.11 per cent. and a fetal mortality of 30 
percent. Davis (J. A. M. A., Oct. 27, 1917, page 1466), reports 25 cases treated 
by cesarean section with a maternal mortality of 32 per cent., and a fetal mortality 
of 31 per cent. Austin Flint (4. J. Obst., Nov., 1918, page 413) considers that a 
patient in eclampsia is in a condition of shock and that an attempt at operative 
delivery increases this shock. Tweedy and Wrench say the objections to accouch- 
ment force are that it leads to severe shock; if performed during the convulsive 
period, it increases the irritation of the poisoned nerve centers; sepsis is liable to 
arise after it; nor have any statistics covering long periods of time yet been published 
that show its superiority as a treatment over the treatment adopted at the Roturda 
Hospital and elsewhere. 
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EDITORIAL 











OVERTRAINING THE NURSE. 


More than fifty thousand deaths occurred during the influenza epidemic 
which might have been prevented had fairly efficient nursing been available, 
according to the estimate of a well known Chicago practitioner. Sharply criticis- 
ing the short-sighted rules and regulations of law and health boards which require 
hospitals to admit only the super-trained nurse, the conclusion is reached that: 


“The best class of nurses come from young women who have had good home 
training, grammar school education, and who are from bread-winning families.’ 
Another writer believes ““Nurses are frequently retained in training schools who 
are incompetent and unsatisfactory, because they have had one year of high- 
school education in compliance with the requirements of the State Board of Nurse 
Examiners.” Daughters of thousands of mechanics have been rejected from such 
schools because they have not been in position to obtain the one year preliminary, 
but are thoroughly qualified otherwise. It is pointed out that thousands of wound- 
ed soldiers obtained very efficient first aid, not from super-educated nurses, but 
from orderlies who had had very little except intensive training for a few weeks 
or months after they had been taken from the ranks. 

We thoroughly agree that the trend of the times seems to point to a condition 
which will ultimately make candidates for the nursing profession fewer and fewer 
until the dearth of nurses will be felt throughout the country. There is no good 
reason why an intelligent woman should be required to give three years of her time 
in order to master the fundamentals necessary to carry out the orders of the attend- 
ing physician. While thorough education of the nurse is to be encouraged and 
the completest information and instruction given her, it is not necessary to require 
a course of study substantially equivalent in time to that taken by the bulk of 
physicians under whom she must work. If the breaking-in process, drudgery, 
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and similar time-wasting processes were eliminated from the three years course 
required, at least one year could be profitably saved to the nurse, which in turn 
could be given to the care of sick people who are suffering for the lack of care they 
should have. As the matter now stands, the creation of the nurse from raw ma- 
terial savors much of the apprentice system of unionism. Each one, regardless 
of mental and physical fitness, goes through the same, often silly, course of pre- 
liminary work, each demands the same remuneration before and after finishing, 
without reference to the amount of work performed or the superiority of the service 
rendered above that of her fellow worker. 


The physician only requires his orders executed; to do this the nurse needs 
intelligence, energy and a sensible amount of training. ‘That a course in anatomy 
and chemistry is necessary to this end is certainly debatable and much suffering 
could be obviated by instruction in the essentials, leaving the higher education 
of the nurse to postgraduate work as she develops taste and capability to receive it. 





PERSONAL AND GENERAL NEWS 








Dr. John W. Duke, Guthrie, was reported ill in September. 

Dr. A. N. Lerscov, Claremore, was critically ill in September. 

Dr. W. R. Leverton, Hobart, is doing post graduate work in St. Louis. 

Dr. Fred Boso, Tulsa, is reported answering emergency calls by airplane. 

Dr. W. P. Hailey, Haileyville, reported seriously ill in October, is improving. 

Dr. J. P. Cowman, Comanche, returned from California points in September. 

Dr. W. L. Knight, Wewoka, spent two weeks of October with the Mayo clinic. 

Dr. D. E. Little, Eufaula, has been discharged from the army and returned to his home 

Dr. C. W. Tedrow, Woodward, has returned from the Philadelphia and New York clinics. 

Dr. J. C. Breedlove, Sallisaw, suffered from a broken arm when he attempted to crank a car. 

Dr. S. N. Chattergee, Norman, has located in Muskogee and opened offices in the Flynn-Ames 
Building. 

Dr. L. M. Sackett, Oklahoma City, has returned from a Colorado vacation and trip to the clinies 
of New York. 

Dr. J. C. Johnston, McAlester, has opened his new x-ray laboratory for the treatment of the 
diseases of the skin. 

Dr. Walter Hardy, Ardmore, attended the meeting of the American Hospital Association held 
in Cincinnati, in September. 

Dr. Frank P. Davis and Miss Athie Eliza Sale were married at Enid, September 25th. They will 
be at home after November 15th. 

Dr. L. Haynes Buxton, Oklahoms City, delivered*an address before the Colorado Congress, 
on Ophthalmology, which met in Denver in August. 

Drs. Ben C. Harris and O. C. Coppedge, Bristow, have been appointed Superintendents of Health 
for the Eastern and Western Districts of the County. 

Dr. J. Clay Williams, after trying to leave Oklahoma and reside in Mississippi, has seen the 
error of his ways and announces his return to Miami. 

Dr. R. L. Westover, Okmulgee, has been discharged from the army after oversea service, and 
resumed eye, ear, nose and throat work at his old location. 

Okmulgee County Medical Society met at Henryetta, October 13th, with the following program: 
Function of the Nose, Dr. Wm. Nagle, Muskogee; Influenza, Dr. E. C. Byram, Okmulgee; Sleeping 
Sickness, Dr. I. W. Bollinger, Henryetta; Literature and the Doctor, Dr. R. J. Crabill, Citra. 

lowa State Mevlical Seciety publishes the following condensed information relative to the opera- 
tion of Medical Defense by the Society during the last ten years since its inception. Total amount 
of damages claimed in all cases, $1,669,398.00; judgments recovered against members, 4; aggregate 
amount of judgments, $5,275.00. This showing is an eloquent indictment of the class of litigants who 
bring such suits and their attorneys. 

St. Louis Clinics. Some of the members of the Saint Louis Medical Society have organized a 
section of that body called the Clinical Section of the Saint Louis Medical Society, and have established 
a system of clinics to which members of our association are invited when they are in St. Leuis. The 
advertisement appears in this issue under the heading Saint Louis Clinics. There is a large amount 
of clinical material in St. Louis which has never been organized, but now should afford splendid op- 
portunities for physicians who desire to take advantage of the arrangement. 
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The Medical Association of the Southwest, meeting at Oklahoma City, held its election October 
8th, with the following results: President, Dr. Ernest Day, of Arkansas City Kan.; Vice Presidents, Drs. 
Horace Reed, Oklahoma City; Wilse Robinson, Kansas City, Missouri; W. H. Deaderick, Hot Springs, 
Ark.; W. T. Wilson, Navosata, Texas; Secretary-Treasurer, F. H. Clark, El Reno. The principal 
feature of the meeting was the clinics held in various Oklahoma City hospitals. 


Muskogee County Medical Society tendered returned army medical officers a banquet at the 
Severs Hotel, October 13th, Hon. N. A. Gibson acting as toastmaster on account of the linguistic 
modesty of the President, Dr. J. L. Blakemore. The eats were good, the preliminaries passably so, 
war time prohibitory measures considered. The speaking mostly confined to returned soldiers, varied 
from the most excellent to the usual level of scintillating after-dinner wit. The French offered up by 
the speakers was accepted at par and without question. The entire affair was voted a pronounced 
success by more than forty well entertained guests. 





MISCELLANEOUS 











THIRD SURVEY OF HOSPITALS. 


The third survey of hospitals being made under the auspices of the American Medical Association 
is now well under way. Through an extensive correspondence and a third questionnaire, the association 
has collected a mass of information on the subject. Much of this material has been tabulated and for- 
warded to committees in each state representing the state medical associations. Most of the 
state committees have arranged definite lines of action and by inspection of the hospitals or by other 
methods are securing first-hand information by which the data collected by the Association is being 
carefully checked. The immediate end sought is to provide a reliable list of hospitals which are in posi- 
tion to furnish a satisfactory intern training. The investigation is not limited to intern hospitals, how- 
ever, but will cover all institutions and the data obtained will be useful in any future action which may 
be taken in classifying hospitals. The work in Oklahoma is in charge of a committee of which Dr. 
Fred S. Clinton, President, Oklahoma Hospital, of Tulsa, is chairman and the other two members being 
Dr. M. Smith, Associate Professor of Clinical Surgery, University of Oklahoma School of Medicine, 
Oklahoma City, and Dr. C. A. Thompson, Secretary, Oklahoma State Medical Association, Muskogee. 
The closer relationship which the hospital now bears to the public in the community which it serves 
makes it all the more important that the service rendered by it shall be excellent in character. 


INFLUENZA WARNING! 

Even though the re-occurence of influenza this fall is still a matter of opinion, it behooves us all 
to be prepared in every way to crush the very first evidence of another epidemic. Thorough prophy- 
lactic measures should be put widely in force everywhere with the first case which appears. Only in 
this case can we prevent its rapid spread and consequent suffering. 

Probably the greatest prophylactic measure developed during the last epidemic was Dakin’s 
remarkable antiseptic, Dichloramine-T. Previous investigations by military medical men had demon- 
strated its power to prevent infectious diseases originating in the upper air passages, such as meningitis, 
diphtheria, etc., and had shown its ability to clean up diphtheria carriers. 

Its use as a spray to the nose and throat to prevent influenza was therefore perfectly logical. 
Thousands of people, in some cases the entire working force of large industrial plants, received sprays 
twice daily to nose and throat of a 2 per cent. solution of Dichloramine-T in Chlorcosane. Also they 
were instructed to use as a gargle, Chlorazene, Abbott, 0.25 per cent solution every two hours and before 
entering street cars or other public places. 

The results were gratifying. Wherever these measures were carried out the incidence of influenza 
was unusually small. Further information on the uses of Dichloramine-T and Chlorazene may be 
obtained upon request to The Abbott Laboratories, Chicago, Ill. 


s 


SOUTHERN MEDICAL ASSOCIATION, THIRTEENTH ANNUAL MEETING, 
ASHEVILLE, NORTH CAROLINA, *“‘LAND OF THE SKY,” NOVEMBER 10-13, 1919. 


ANNOUNCEMENT. 


_. Monday, November 10th: Section on Urology, Section on Pediatrics, National Malaria Com- 
mittee (Conference on Malaria), Southern States Association of Railway Surgeons, Conference on 
Medical Education, Southern Gastro-Enterological Association, and at night a public meeting under 
the direction of the Section on Public Health. 

Tuesday forenoon: The formal opening with the addresses of welcome, address of the President, 
Dr. Lewellys F. Barker, the Orations on Medicine, Surgery and Public Health, ete. 
_ _ Tuesday afternoon, Wednesday and Thursday: Section on Medicine, Section on Public Health, 
Section on Surgery and Section on Eye, Ear, Nose and Throat. Also on these days the American 
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Child Hygiene Association (formerly the American Association for the Study and Prevention of Infant 
Mortality). 
Tuesday night: A big general meeting early in the evening followed by a reception to the 
President at the famous Battery Park Hotel. Wednesday night: another general meeting. 
A great program, delightful entertainment, beautiful scenery, balmy climate, fine hotels and 
plenty, reduced rates on all railroads—everything just ideal for this meeting. 
SEALE HARRIS, M. D., Secretary, 


Southern Medical Association. 





INFLUENZA. 
(Statement by Commissioner A. R. Lewis.) 


To the Medical Profession of Oklahoma: 

I am writing you in regard to the possibility of a recurrence of an epidemic of influenza this fall 
and winter, and also to give you the benefit of information accumulated while on a tour of inspection 
in the east. 

According to statements made by officials of the U. S. Public Health Service, there will probably 
be a recurrence of this disease. Surgeon General Blue has issued a bulletin calling upon city officials, 
state and city boards of health to take steps to combat, and prevent as far as possible, such an epidemic, 
and states positively that influenza is spread by direct and indirect contact. The Surgeon-General, 
speaking of influenza, also says: 

“It is not yet certain that the germ has been isolated or discovered, and, as a con- 
sequence, there is no positive preventive treatment except the enforcement of rigid rules 

of sanitation and the avoidance of personal contact. 

“Evidence collected during last winter's epidemic points strongly to infected eating 
and drinking utensils, especially in places where food and drinks are sold, as being one of 
the modes of transmission of this disease.” 


The medical profession is divided in opinion as to the use of vaccine. Dr. K. P. Pearson, of At- 
lanta, Ga., an influenza specialist, who has recently been in Washington conferring with health author- 
ities, says: 

“Despite the efforts of specialists and physicians the world over, there has not been 
found a cure for the disease. The germ has not been isolated, but authorities everywhere 


are working to that end. This is the time of year when most persons are susceptible to 
colds. If colds are neglected they may lead to serious consequences.” 


Dr. John F. Anderson, formerly connected with the Research Laboratories of the U. S. Govern- 
ment, and now at the head of E. R. Squibb & Sons’ Laboratories, makes the following statement: 


“It is the opinion of many men in public health work that the great mortality during 
the recent influenza epidemic was due, not to the influenza itself, but to pneumonia caused 
by pneumococci of either types one, two or three, or by the streptococcus. The statistics 
from some of the army camps, as well as from civil hospitals, show that the high mortality 
rate could be traced to the pneumococcus complication of the disease, and in many cases 
pneumonia could be prevented by the use of pneumococcus vaccine. There have been 
many men in public health work who have advocated the employment of a mixed or 
combined vaccine to be used as a preventive or prophylactic against influenza and its 
complications. Statements have been made by some such as Dr. E. C. Rosenow of the 
Mayo Foundation, that an administration of three doses of a mixed vaccine, seven days 
apart, greatly reduces the number of cases of influenza, and almost eliminates the pneu- 
monias accompanying the disease. A very striking demonstration of the value of vaccine 
against pneumonia is that reported by Major Cecil and Captain Austin of the U.S. Army, 
in the Journal of Experimental Medicine, dated July, 1918. They reported that at Camp 
Upton, 12,519 men were vaccinated with pneumococcus vaccine. The number unvac- 
cinated was 19,481. These men were under observation about ten weeks. Three or 
four doses of vaccine containing types one, two and three pneumococcus were given at 
intervals of five to seven days. During the ten weeks following no cases of penumonia of 
the three types occurred among those who had two or more injections. During the same 
period there were 26 cases of types one, two and three pneumonia among the unvaccinated 
men. There were six cases of type four pneumonia and 106 cases of streptococcus pneu- 
monia. In other words, there were seventeen cases of pneumonia from all causes among 
the vaccinated, and 173 cases during the same period among the unvaccinated. The death 
rate for the vaccinated troops was .83 per thousand, and for the unvaccinated, 12.8 per 
thousand. They conclude that prophylactic vaccination against pneumococcus of types 
one, two and three is practical, and apparently gives protection against pneumonia pro- 
duced by those types. 

“According to Surgeon General Gorgas, Major Lister vaccinated miners in South 
Africa in three different mines with pneumococcus vaccine types A, B and C. In one 
mine there were no cases of pneumonia of the types used, and in the other two mines 
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the incidence and mortality rate from pneumonia showed a definite decrease. The miners 
were kept under observation from six to twelve months. 

“I am firmly of the opinion that the greatest mortality in influenza is due to com- 
plications of the pneumonias, and that these pneumonias can be very much lessened and 
their occurrence very much decreased by the administration of a mixed or combined 
vaccine according to the formula originated by Dr. E. C. Rosenow, of the Mayo Founda- 
tion. This formula contains 

Pneumococci 

Streptococci 

Influenza 

Staphylo-Aureus 


3000 million 
1000—o* 
500 
500 


Dr. Eugene L. Fisk, Director of the Life Extension Institute of New York, of which Wm. H. 
Taft is Board Chairman, says: 


“The fighting of the epidemic disease is not a matter of medical treatment, but 
prevention along definite lines which we cannot follow until we identify the enemy and 
know where his machine gun nests are located. Until the cause of influenza is located 
the disease is as dangerous an enemy as were the Germans.” 


In the Denver Times of September 26, 1919, Dr. Royal S. Copeland, Commissioner of Health oJ 
New York City, is quoted as saying: 
“IT have no doubt but that we will have another epidemic this year, though infi- 
nitely less violent than last year’s, when practically every person was affected.” 


When asked what could be done to prevent influenza, Dr. Copeland prescribed soap and water 
and fresh air. He also said infiuenza was essentially a house disease, and apparently needed long 
contact to become infectious; that it was not like smallpox which you could get in a minute, but that 
you had to live with influenza to get it. Dr. Copeland further says: 


“Tt naturally follows that out-of-door life, sleeping with windows open regardless of the 
weather, taking exercise and using common sense with regard to food, are the best pre- 
ventives. 

“Above all, avoid those who have influenza. In families, patients who have colds 
ought to be kept by themselves, they should not associate with others. 

“Apparently the germs of influenza are conveyed by the hands more easily than 
other ways. Everyone should have clean hands. People should make it a rule to wash 
their hands and faces several times a day with soap and water. 

“There is no cause for excitement since the Board of Health are watching symptoms 
of influenza the world over, and is co-operating with other Boards of Health throughout 
America. 

“Masks are no good. This has been demonstrated to the satisfaction of scientists. 
We are old fashioned here and do not believe in closing schools and churches. We did 
everything unconventional here in 1918 and had the lowest death rate of all. Masks 
are filthy, preventing the patient from getting good air,and cause him to rebreathe bad air.” 


It is reported that in Australia at this time there is a wave of influenza of a particularly virulent 
type sweeping through New South Wales; that the fatalities are far higher in proportion than last 
year, and that in Sydney whole families in the congested areas are stricken down and many dying for 
the lack of nursing and medical attendance. 

Because of the movement of troops from districts in Europe where influenza was generally 
prevalent and lingered long, there is considerable danger of its recrudescense in this country. It there- 
fore behooves all health authorities, and especially those at ports of disembarkation, to be on the alert 
and to take ample preventive measures. If this plague again gets a foothold it will be next to impossible 
to bar its rapid progress. The health authorities of this country should therefore get together and sug- 
gest to the public at large such necessary precautions as in the premises seem advisable. Our people 
on the whole are well disciplined, and will follow when a lead is given them. 

That influenza is coming back is also the opinion of scientists who have pledged support to Dr. 
O. P. Geir, of Cincinnati in his fight for a congressional appropriation of $5,000,000.00 for the study 
of the causes and means of preventive medicine section of the American Medical Association, the fight 
for it being led in Congress by Senator Harding and Representative Fess, both of Ohio. 

Now, as you will see from above quotations from men of varied experience, and who were author- 
ities on the treatment and handling of influenza in the last epidemic, that the profession is agreed upon 
no definite plan of preventive treatment, nor do we know very much about the disease. The only 
common points agreed upon seem to be sanitation and cleanliness, well ventilated sleeping quarters 
and the avoidance of crowded and congested places, and that we are almost certain to have a recurrence 
of this disease. 

. There, I earnestly ask the medical profession of Oklahoma to co-operate with me along these 
lines, giving me their hearty support, and to use their own judgment in regard to the use of vaccine. 

I also desire that all physicians in the state keep me posted as to any outbreak of influenza in 





300 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


their communities. This is necessary not only from a statistical standpoint, but that I may be in a 
position to render aid or relief where necessary and desired. 


I am in receipt of the following letter from Surgeon General Blue: 


“Dr. A. R. Lewis, Commissioner, 
Department of Public Health, 
Oklahoma City, Okla. 
“Dear Doctor: 

“In order to be prepared for the possible recurrence of influenza in epidemic form, 
the Bureau desires to have lists of physicians available for emergency epidemic duty in each 
state. 

**May I ask you to secure and forward to this Bureau a list of 100 physicians in your 
state who would be willing to serve under your direction in such an emergency. 

“The salary will be $200 per month, a per diem of $4.00 for subsistence, together 
with railroad fare. The Bureau will utilize these men in their own state, and in so far 
as possible, in their own communities. 

“An early reply will be appreciated. 

Yours very respectfully, 
(Signed) RUPERT BLUE, 


Surgeon General.” 


Trusting that I may have the hearty support of the entire profession in this state; that fully 100 
doctors will write me at an early date signifying their willingness to serve in the event of an epidemic, 
and that all county health officers will start a clean-up campaign and instruct the people along that 
line, I beg to be, 

Yours fraternally, 
A. R. LEWIs, 


State Commissioner of Health. 





COUNCIL ON PHARMACY AND CHEMISTRY 
AMERICAN MEDICAL ASSOCIATION 











This report is limited according to the ideas and opinions as to its usefulness and practicability to Oklahoma physicians. 
A complete report is obtainable upon request from the Council, 535 North Dearborn St., Chicago. 


PROPAGANDA FOR REFORM. 


Arsenoven S. S. znd Solution of Arsenic and Mercury not Accepted. The Council on Pharmacy 
and Chemistry reports that Arsenoven 5. S., sold by the 8. 5. Products Co., Philadelphia, and Solution 
of Arsenic and Mercury (formerly called Arseno-Meth-Hyd) of the New York Intravenous Laboratory, 
New York, are inadmissible to New and Nonofficial Remedies because unwarranted therapeutic claims 
are made for them and because the names are not descriptive of the composition of these preparations. 
Arsenoven S. 5. is claimed to contain dimethylarsenin 15.4 grains, mercury biniodid 1-10 grain, sodium 
iodid 1-2 grain. Dimethylarsenin is asserted to be similar to sodium cacodylate, but with a more 
pronounced therapeutic action. Solution of Arsenic and Mercury comes in three dosages, 2 gm., 1.5 
gm.. and 0.7 gm., respectively. The 2 gm. form is claimed to contain 2 gm. (31 grains) of sodium 
dimethylarsenate (cacodylate), U.S. P., and mercury iodid 5 mg. (1-12 grain) in 5 ¢.c. of solution. 
Both preparations are advised for the treatment of syphilis, intravenously. The report of the Council 
reminds physicians that cacodylates have been found inefficient as spirocheticides and warns against 
the abuses—often dangerous—to which patients are frequently subjected when “intravenous therapy” 
is employed (Jour A. M. A., Aug. 2, 1919, p. 353). 


Hormotone and Hormotone without Post-Pituitary. The Council on Pharmacy and Chemistry 
reports that Hormotone of the G. W. Carnrick Company is advertised as “A pluriglandular tonic for 
asthenic conditions.” The same firm also advertises Hormotone Without Post-Pituitary for use “in 
neurasthenic conditions associated with high blood pressure.” These preparations are sold in the form 
of tablets for oral administration. Each tablet of Hormotone is said to contain 1-10 grain desiccated 
thyroid and 1-20 grain of entire pituitary together with the hormones.of the ovary and testes—the 
amounts and the form in which the latter are supposed to be present are not given. From this it is seen 
that the only definite information given the medical profession regarding the composition of Hormotone 
is that it is a weak thyroid and a still weaker pituitary preparation. Hormotone without Post-Pituitary 
is said to contain in each tablet 1-10 grain desiccated thyroid, and to “prevent” “hormone bearing ex- 
tracts of thyroid, anterior pituitary, ovary and testes.” The Council declared these preparations 
inadmissible to New and Nonofficial Remedies, because: (1) Their composition is semisecret, (2) The 
therapeutic claims are unwarranted, (3) They are sold under names not descriptive of their composition, 
but suggestive of their indiscriminate use as “tonics” (4) In the light of our present knowledge, the 
routine administration of pluriglandular mixtures is irrational (Jour. A. M. A., Aug. 16, 1919, p. 549). 
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Bromide and Acetanilid Compound. The period of acceptance having expired for Granular 
Effervescent Bromide and Acetanilid Compound-Mulford, the Council of Pharmacy and Chemistry 
directed its omission from New and Nonofficial Remedies because an examination of the available evi- 
dence demonstrated that mixtures of this kind are inimical to rational medicine and the public. The 
use of mixtures of bromide and acetanilid in fixed proportions is irrational and prone to induce their 
indiscriminate use by the public—and this despite the perfectly frank declaration of the composition 
of this mixture by the manufacturer (Rep. Coun. Pharm. Chem. 1918, p. 58). 


Pollen Antigen. Pollen antigen-Lederle is a pollen extract which represents the pollen of plants 
blooming in spring and in fall. The Council on Pharmacy and Chemistry declared these preparations 
inadmissible to New and Nonofficial Remedies because there appeared no warrant for complex pollen 
preparations representing both spring and fall pollens. In consideration of the essentially experimental 
status of the use of pollen preparations for the prevention and treatment of “hay-fever, such products 
should be as simple as possible. Hence pollen protein preparations prepared from the pollen of two or 
more species of plants are accepted for New and Nonofficial Remedies only if there is evidence that 
the given combination is rational (Rep. Coun. Pharm. Chem., 1918, p. 65). 


Restoria. “Restoria for Bad Blood” is sold by the Restoria Chemical Company of Kansas 
City, Mo. It is sold as a sure cure for syphilis, but is also recommended for rheumatism, kidney trouble, 
lumbago, eczema and catarrh. The A. M. A. Chemical Laboratory reports that Restoria contains no 
mercury or arsenic but does contain iodid, probably as potassium iodid, equivalent to 1.693 gm. per 
hundred cc. It alse was found to contain much vegetable extractive, some alkaloidal drug and a 
bitter oil or oleoresin (Jour. A. M. A., Aug. 9, 1919, p. 438). 


Cinchophen: formerly Atophan. The Chemical Foundation, Inc., which has purchased some 
4,500 German-owned patents, many of them for synthetic drugs, proposes to continue the wise policy 
of the Federal Trade Commission by requiring that those who receive licenses for the use of eo 
for synthetic drugs must use a common designation for each drug selected by the foundation. Cincho- 
phen has been selected as the de ssignation for the — introduced as atophan (also described in 
the U.S. Pharmacopoeia under “phenyleinchoninic acid”). In consideration of this action on the part 
of the Chemical Foundation and also because physic tt, found it difficult to use the pharmacopoeial 
name, phenylcinchoninic acid, the Council on Pharmacy and Chemistry has recognized the contracted 
term cinchophen as the name for the drug introduced as atophan (Jour. A. M. A., Aug. 9, 1919, p. 427). 


The Council on Pharmacy and Chemistry. The profession should recognize that the most 
important factor in the clearing up of the advertising pages of medical journals has been the Council 
on Pharmacy and Chemistry of the American Medical Association. The Council has been criticized 
both by the manufacturer and the profession, but it has gone on doing the work for which it was created. 
Sometimes the practitioner feels that his clinical experience justifies the use of a preparation which the 
Council has not found reason to accept. While apparent clinical results may be misinterpreted, the 
carefully conducted examinations of the Council are likely to be definite and dependable. We are be- 
coming more and more convinced of the unreliability of reports of clinical use by physicians. Prac- 
titioners should avail themselves of the Council's investigations by frequent reference to the reports of 
the Council. If they would keep on hand a copy of New and Nonofficial Remedies for ready reference 
and prescribe only of the new preparations those that have been accepted by the Council, they would 
aid materially in the establishment of a scientific and reliable therapeusis (Jour. Kansas Med. Soc., 
Aug. 1919, p. 193). 


S.S.S. The state of Louisiana has a law prohibiting the sale of venereal disease remedies 
except on the written prescription of a licensed physician. In May of this year, the Bureau of Venereal 
Diseases of the Louisiana State Board of Health notified the druggists of Louisiana that the sale of 
“S.5.5.° (“Swift's Syphilitic Specific” or “Swift's Sure Specific”) would meet with the same law enforce- 
ment measures as were being waged against any venereal disease nostrum. The result of this notice 
was a letter se ut to various drug stores of Louisiana by the sales manager of the Swift Specific Company 
declaring that * * is not recommended or advertised as a venere “al medicine. A few years ago. 
“S. S..S." was boldly heralded in newspaper advertisements as a-“‘cure” for syphilis. (Jour A. M. 
Aug. 30, 1919, p. 707). 





NEW BOOKS 











Under this heading books received by the Journal will be acknowledged Publisb are advised that this shall constitute 
return for such publications as they may submit. Obviously all publications sent us cannot be given space for review, 
but from time to time books received, of to Oklab physicians, will be reviewed. 





THE SURGICAL CLINICS OF CHICAGO. 


The Surgical Clinics of Chicago. Volume III, Number 4 (August, 1919). Octavo of 287 pages, 
116 illustrations. Philadelphia and London: W. B. Saunders Company, 1919. Published Bi-Monthly- 
Price, per year: Paper $10.00; Cloth $14.00. 


This issue contains many articles dealing with the problems of war. Peripheral nerve surgery, 
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bone injuries, bone transplant, ununited fractures, old dislocations, nerve injuries, and similar results 
of the traumas of war are given a leading position. “Methods of Examination in the Diagnosis of 
Abdominal Tumors,” by Dr. Daniel Eisendrath, Chicago, is a profusely illustrated article based on his 
clinics at Cook County and Michael Reese Hospitals. ‘Technic of Abdominal Section,” is presented 
by Dr. Edward H. Ochsner, Augustana Hospital; the subject, certainly an old one, is still fraught with 
faults and imperfections when executed in the many hands of operators. This proposes to further 
systematize and simplify the steps. 


THE VENEREAL DISEASES. 


An Outline of Their Management, Prepared Under the Direction of the Surgeon General 
of the Army for the Use of Medical Officers. 


Revised for Use of Civilian Physicians, Third Edition, Printed for the United States Public Health 
Service, Rupert Blue, Surgeon General. Cloth, 159 pages, Price 25 cents. Chicago: American Medical 
Association, 535 North Dearborn Street. 

Distributed by the State Board of Health of Oklahoma, Oklahoma City, and without question 
contains the last word on the treatment of venereal diseases, bearing in mind practically the unanimous 
opinion of authorities, able clinicians and research workers. 


The book is most fitting at this tims for it is generally agreed that the conception of the problem 
and treatment of these diseases by the general practitioner is woefully short of accepted standards. 
it is admitted without question that diagnostic abilities and effort for their control have improved little 
or none, despite the constant reiteration of lessons and well established principles appreciated by the 
average practitioner. lt is the desire of the Public Health Service that this work be widely distributed. 
Oklahoma physicians are requested to communicate with Dr. J.C. Mahr, U.S.P.HLS., Oklahoma City, 
if they wish copies of this work. : 


“WHAT WE KNOW ABOUT CANCER.” 


A Hand-book for the Medical Profession. Prepared by a Committee of the 
American Society for the Control of Cancer, American 
Medical Associated Press, Chicago, 1918. 


The American Society for the Control of Cancer has been in existence and working effectively 
for a number of years. The sole object of the society, at present at least, is the “dissemination of facts 
in regard to cancer to the end that its mortality may be reduced by a wider knowledge of the disease.” 

The effort represented by the present pamphlet has perhaps the most far reaching possibilities 
for good of any single attempt to lessen cancer mortality undertaken in this country. 

It is no longer necessary to argue the point that delay is the one great factor in cancer mortality. 
At least four-fifths of cancer deaths could be prevented by early recognition. The conditions necessary 
for recognition of cancer in ample time for cure are not ideal but distinctly practicable. Public education 
is one important pathway of improveent, but education of the medical profession itself is of equal if 
not greater importance. Statistical studies have shown that in the majority of cases the doctor has had 
the cancer patient “under observation” over a year before efficient curative treatment is instituted. 
It is needless to state that during this year the majority of cases have changed from curable to incurable. 
As the pamphlet itself somewhat mildly puts it, “The conditions call for a far keener appreciation of 
responsibility for the mortality from cancer than now generally exists in the medical profession.” 

It is not possible here to abstract this pamphlet which is already so condensed. The general 
facts concerning cancer are outlined and then each important type and site of cancer is taken up in detail 
and the forms, symptoms, standard treatment, and results to be expected are outlined for each type. 

The chief point we would make here is that if every medical man would study and seriously 
apply the teaching in this pamphlet, which he can read in an hour, the question of delay in cancer would 
be solved in so far as it is referable to the mecical profession. The ultimate possible good obtainable 
from the wide spread dissemination of this pamphlet is so great that we would urge every possible 
means to get it into the hands of as many medical men of all classes as possible. It can be had from 
the American Medical Association, 535 N. Dearborn St., Chicago, for 10 cents. If you are a trained 
surgeon, get it. It will interest you. If you are further afield, get it and study and apply it. If you 
feel misgivings that some of your cases in the past might have been saved had you been more sure and 
acted more promptly (and who of us does not have such misgivings), get it. It will help you in future 


cases. 


We would especially beg the assistance of Boards of Health,both state and municipal, and of medi- 


It can be bought cheaper in quantities and sent out with 


cal societies in distributing the pamphlets. 
When such a simple means for such far 


your other mail matter with almost no extra cost or trouble. 
reaching good is in our hands it is a pity to let it lie neglected. 





ue i -. —— —— a a en 


wt 


